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THE DOCTOR LOOKS AT SOCIAL SECURITY* 
MAXWELL LICK, M.D. 


Erie, Pennsylvania 


I REGARD it a signal honor to be invited to 
address the Medical Society of the State of 
Minnesota. At this time I should like to extend 
to you cordial greetings from the Medical So- 
ciety of the State of Pennsylvania, which I have 
the privilege of representing. 

Would that it were given me today to carry 
before you a fiery cross! Would that it were 
given me wisdom to solve some of the perplex- 
ing problems that confront the Medical Frater- 
nity! If you find nothing of constructive thought 
in what I present to you, perhaps you may 
catch some inspiration that will help us all hold 
steadfast and faithful to the ideals and tradi- 
tions of medicine. If this be true, then I shall 
have accomplished all that lies within my ability. 

Health has become a ruling passion. It is a 
word with which to conjure. Sickness used to be 
an episode which concerned the patient, the rel- 
atives, and the family physician. Now it has the 
solicitude and surveillance of the economist, the 
philanthropist, and the politician. 


Increase of Public Interest in Health 


The public has become hysterical with repeat- 
ed journalistic and radio impacts; much of it 
senseless, worthless, reasonless advice on how 
to attain health and prevent sickness. Millions 
of radios daily blare forth the necessity of this 
and that “vitalized” remedy. Papers and maga- 
zines blatantly expound the merits of one medi- 
cine after another. Cults, with their laying-on of 
hands and electrical gadgets, predict restoration 
of youthful vigor. Physical culturists, with their 
bulging muscles, prophesy charm and renewed 
vitality. Diet faddists herald a fresh hope to the 
weary with their unscientific combinations of 
food. One oracle after another rises up with 


*Read before the annual meeting of the Minnesota State 
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heteroscopic divinations of that for which Ponce 
de Leon sought. Now the economists, the phi- 
lanthropists, and the politicians have taken up 
the cry. This insensate, frenzied emphasis on 
health has confused the lay-mind and resulted 
in much unintelligence, because emphasis has 
been laid on spectacular and unimportant details. 
It is a psychological law that uncontrolled 
thought and emphasis may result in obsession. 
Perspective may be lost. 


Unemphasized Health Factors 


“As manna fell upon the Israelites in their 
wanderings through the wilderness, so does good 
health and sickness, in spite of laws, rules, and 
regulations, fall inexorably upon the just and 
unjust alike.” Granting the beneficence of pre- 
ventive medicine, hygiene, and sanitation, the 
greatest single factor of good health and lon- 
gevity lies in tissue resistance. It is that ill- 
defined something which was given to us by our 
progenitors. 

It is an inescapable fact that many are pre- 
destined to diabetes, pneumonia, cancer, mental 
and cardiorenal diseases. These diseases have 
varied little, if any, and some of them have in- 
creased, and this in the face of scientific medi- 
cine. Within this group are the greatest of kill- 
ing diseases. Their control, management and 
eradication are certainly not within the province 
of any form of State medicine! To affirm that 
they are is to show a fundamental misunderstand- 
ing of the problems involved. This misconception 
lies in the belief that because we have invented 
skillful diagnostic apparatus, improved and per- 
fected their therapeutic application, erected im- 
posing hospitals, delved into the function and 
physiology of hidden and obscure glands, and 
perfected surgery to a high art—all this need 
only be applied wholesale and indiscriminately to 
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the public at large, to attain perfection in health 
for everyone. It is the typical American point 
of view of interpreting life in terms of size and 
numbers, rather than in terms of quality and 
intellect. 

The understanding of some of these problems 
lies in the study of heredity and hereditary in- 
fluences. Their solution will never come from 
legislators or politicians, but rather by a knowl- 
edge of genetics; by proper mating; by adher- 
ence to well-known biological laws; by prevent- 
ing the unfit from propagating; by relieving 
economic anxiety; by making leisure, calmness 
and complacency a habit, rather than excitement 
and confusion. Peace of mind cannot result if 
the specter of poverty is ever present. Much of 
the unhappiness in the world today is due to 
unrest; to the dissatisfaction of our status in 
life; to the desire for that which our neighbors 
have, the acquisition of which only gives us a 
fresh starting place for something more. It is 
the siren song of modern life, hurry, hurry, 
hurry! Just so long as modern living, with its 
killing competition, with its envy and greed, with 
its excitement and restlessness, exists, just so 
long will we have manifestations of nervous and 
cardiovascular diseases. No amount of health 
legislation will ever make any difference. The 
causes here are economic. Heredity and environ- 
ment influence to large extent our health and 
longevity. 


Prevalence of Superstition and Ignorance 


There is still in the minds of the public at 
large much superstition, also, regarding sickness 
and its cure. In early days (and not so far back 
either, for witches were hanged in New Eng- 
land) sickness and pain were regarded as a visi- 
tation from an angry God, or possession by an 
evil spirit. These afflicted people rushed terror- 
stricken to the priest, the chief, and the medicine 
man for prayers, sacrifices, incantations, and 
fetishes, fully believing that if the proper rite 
were performed, relief would speedily come. 

The parallel of this is seen in our abhorrence 
of the number 13, the carrying of lucky charms, 
and the bringing of pebbles from Callander. It 
has its counterpart in the firm belief that if one 
only finds the right doctor, he will get the right 
medicine to effect a cure. It is identical in spirit 
with those who seek out for treatment the cults 
who practice the laying-on of hands, and the ap- 
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plication and display of mysterious electrical ap- 
pliances and other doo-dads. That which is indis. 
cernible and oracular is impressive and implies 
occult powers. It is, therefore, apparent that we 
do not have to go back to the dark ages, or to the 
beginning of medicine, to find ignorance and sy. 
perstition. 

It is human nature to be complacent aboy 
health until there is pain or disability. The sick- 
bed usually is occupied before help is sought, 
Even then, there is a widespread confidence jn 
self-treatment, faith cures, divine healing and 
patent medicines. Irresponsibility, ignorance, sv- 
perstition, stupidity, lack of foresight and thrifj 
are fundamental human defects, which 1 
amount of legislation will ever correct with am 
greater degree of success than prohibition stop: 
ped drinking. 

If these things are true, there is a dire and 
crying need for better understanding of funda- 
mental conditions. There is a tremendous need 
for public education. Let fear, ignorance, and 
superstition be banished so that logical and in- 
telligent methods can be applied to the sick and 
to the improvement of the race. 

By implication and assertion, the medical pro- 
fession has been placed in a false and defensive 
position. It has been made to appear that our 
services are denied to a large number and that 
much of our skill and therapeutic agencies are 
rusting from disuse. We are accused of being 
a guild, a union, smugly withholding our serv- 
ices except to those who can pay. By habit, cus- 
tom and tradition, our profession has carried on 
its work without ostentation. Hippocrates bound 
his students to remain silent by virtue of the in- 
timate character of their work. Because of this 
established attitude, which I deem essentially 
right, we have until recently left unchallenged 
this storm of criticism, implication and innuendo. 

The public is told that thousands suffer and 
die from lack of medical care. I need not tell 
you, my friends, that the state of health in this 
country is on a higher plane than at any other 
time in its history. I nee dnot point out that 
sickness and death are immeasurably less here 





A lo ue 


2 Bnet GONE 


“y 


iw 


2 pac et 








than in other countries of comparable size. | | 


need not affirm that our efforts in preventive 
medicine have resulted in the control and almost 
the eradication of certain diseases, so that statis- 
ticians tell us they will eventually be found only 
on the pages of history. I need not inform you 
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that the medical profession has performed its 
duty to the needy, completely, without reserva- 
tion or complaint, during the unprecedented 
years of the depression. 

"I need not authenticate that many people—a 
large number—never do need any medical at- 
tention. Of course, many have chronic defects. 
Many of you in this audience have chronic ail- 
ments of a minor degree which in no way mate- 
rially affects your general health. The correc- 
tion of these is entirely a matter of your own 
volition. If doctors’ offices dotted the landscape 
like the ubiquitous billboards and gasoline sta- 


_tions and the services were all free, the public 


still would not seek attention for chronic defects. 


The fact is that medical service can be had 
by any who have interest, volition, and intelli- 
gence enough to seek it. I need not establish 
that coercion by law is contrary to human na- 
ture. Irregular practitioners will find favor with 
multitudes in preference to doctors as long as 
ignorance and superstition dwell in the human 
mind, leaving in their wake, tragedy, suffering, 
incurable diseases, disappointments, and frus- 
trated hopes, while the coffers of those who law- 
fully exploit human suffering and credulity, bulge 
with their ill-gotten gains. What a paradox it is 
that doctors of medicine must by law conform to 
exacting and meticulous standards, while the 
others, without knowledge, without cultural or 
scientific training, may practice the healing art, 
with their unscientific and even more ridiculous 
methods! The laws of our glorious republic 
safeguard this wonderful body of ours from the 
ministrations of the doctor, but hand it over 
with confidence, childlike simplicity and inno- 
cence, to the depredations of any one who calls 
himself a healer. By any stretch of the imagi- 
nation is there any reason or logic in such solici- 
tude on the one hand, and such utter indiffer- 
ence and unrestraint on the other? It will be a 
blessed day for the public when all who practice 
the healing art, no matter by what method, are 


‘compelled to submit to the same training, and 


conform to the same standards. It should make 
no difference whether drugs are used, diets of- 
fered, or surgery practiced. Ignorance, delay 
and improper practices have transformed many 
curable cases into hopeless invalidism. Legalized 
murder certainly exists elsewhere than within 
prison walls and on the fields of glory. I em- 
phasize all this because health insurance takes 
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no cognizance of these evils and their pernicious 
effects. 

The public, because of general unintelligence 
and susceptibility to advertising, believes implic- 
itly in a specific cure for all ailments. The pa- 
tient regards his “indigestion” as a distinct en- 
tity, separate from relationship to the rest of his 
body. The doctor knows that the body and its 
ills must be considered as a whole, and not that 
alone, but must be envisioned for complete un- 
derstanding in relationship to its environment 
and heredity. Ambitions, hopes, disappoint- 
ments, envy, greed, jealousy, suppression—all 
these color the canvas, portraying the picture of 
personality. They are currents which may lead 
this frail craft, not only to peaceful, placid wa- 
ters of complacency and stability of mind and 
body, but also may dash it on the jagged rocks 
of mental and physical disaster. Is there any 
likelihood that these evils will be corrected by 
any pattern of medical reform? Do we not need 
more education and less legislation ? 


Influence on Medicine of Changing Political 
and Economic Concepts 


In order to understand the agitation to make 
over the medical profession, one has only to take 
cognizance of the radical trends of thought 
throughout the entire world. Has the world 
been made “safe for democracy”? Is it indeed 
not quite the opposite? We have seen democ- 
racy demolished and in its place have come 
Fascism, Communism, and Nazism. Political 
and governmental conduct has been radically 
changed. There has been a tendency, the world 
over, towards ascendency of the State, with the 
result that the effort of the individual has been 
less effectual and less fruitful. 

It has been affirmed, by those more eloquent 
than the speaker, that this country was formed 
and developed by our forbears who fled Europe 
.to escape the omnipotence of the King and the 
evils of an autocratic group, that they might en- 
joy freedom of thought, speech and action. All 
history proves that the greatest of civilizations 


‘ and cultures were those developed where the in- 


dividual was paramount. Greece reached its 
greatest heights in the time of Pericles, Plato, 
Socrates, and Aristotle. The Renaissance in 
Italy and England was the result of an exuber- 
ance of individual expression. France began its 
greatest glory when the Bastile was stormed and 
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the heads of the civil and dominating group fell 
into the bloody baskets. Freedom of religious 
thought and belief was only attained when the 
people rose up and purged the nations. The 
thorny path led Copernicus to banishment, Ser- 
vetus and Savonarola to the burning stake, and 
many other individuals to the dagger and the 
rack because they raised their voices in protest 
against the dominance of an unfair and unjust 
group. 

You say these are unfair parallels. You say 
such things cannot happen here. They have hap- 
pened in this twentieth century in Europe. 
Great scientists have been banished and made 
fugitives. Illustrious physicians have been de- 
nied the right to practice. Scientific knowledge 
of great value has been refused publication, 
while other scientific books have been destroyed. 
Liberty, freedom of speech, thought, and action 
have undergone decay in many Continental 
countries. The state is all-supreme! Conscience 
is dulled and suppressed ! 

Our own country has not escaped the influ- 
ence of these currents of thought. We see in- 
creasing governmental interest in civil and in- 
dustrial activities. These new concepts have cre- 
ated a doubt in the worth of our traditional 
sanctions and have shaken the confidence in our 
established institutions. Is not the attack and the 
diligent program of discrediting the medical pro- 
fession only an example of the powerful eco- 
nomic forces exhibited in all human activities? 
Has not the unrest and the uncertainty of eco- 
nomic forces filtered and permeated all phases 
of human endeavor? One heard little of so- 
cialized medicine until the depression devastated 
the business and morale of our citizens. Now 
it would appear as though most of the ills of hu- 
manity could be laid at the door of the medical 
fraternity. There were no grounds for com- 
plaint until this economic confusion occurred. It 
is inevitable, in times of crisis and despair, for 
self-appointed evangels, imbued with a sudden 
burning and consuming humanitarian thirst, to 
rise up and lead the discouraged, who, with out- 
stretched arms, stumbling feet and eager faces, 
follow with childlike trust as did the children 
after the Pied Piper, only to find disillusion- 
ment and frustrated hopes. The magic prescrip- 
tions of these modern soothsayers and social as- 
trologers seem the 


strangely reminiscent of 
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“shot-gun” mixtures of our own twilight med. 
cine! . 

Tragedy and economic crises result in a dis. 
location of logic and of our established concepts 
We lose sight of fundamentals and grasp a 
plans and panaceas, especially if they are pro. 
phetic and sanctimonious. Human nature has 
ever been thus. The facts of life are often stark 
and cruel. It is human nature to seek comfort. 
solace and relief from actualities. Therein lies 
the lure of drugs and alcohol with their comfort. 
ing and exalting effects. In like manner we 
eagerly seek “the promised land” of social and 
economic problems, soothed into intellectual an. 
esthesia and expansive well-being by the breath. 
taking beauty of the vision. The best social in- 
surance that I know of is work 


couraging thrift and frugality, work that re- 
wards the worker in proportion to his honest ef- 
fort, work that provides independence and lib- 
erty and opportunity to purchase medical serv- 
ice, when it is needed and from whom it is de- 
sired. I challenge the statement that we need to 
change some of our institutions! Honesty, 
thrift, integrity and sanity of outlook are still 
fundamental. Patronage and dependence are 
likely to undermine the character and breed lazi- 
ness, insolence and revolution. Economic crises, 
ravages of flood, famine and drought, have ex- 
isted since the beginning of time. They are in- 
exorable and inevitable. The silent machinery, 
the smokeless chimneys, the red entries in the 
ledger, poverty and tragedy, are stark symbols 
of man’s impotence against natural and econom- 
ic forces. Can it be denied, then, that this at- 
tack on medicine is a symptom of the times? Is 
it not analogous to the treatment of a cough 
when the patient has pneumonia? Do we not 
have the cart before the horse? In our bewilder- 
ment we often seek the easiest explanation of 
truth. “One may dive too deep or soar too high 
and the truth escapes.” The medical profession 
has no cure for the ills of the body that are de- 
pendent upon the ills of society. Should we not 
hold steadfast to those established institutions 
which have stood the test, regardless of failing 
confidence and economic confusion? Should we 
not cling unwaveringly to individualism in medi- 
cine until the wheel turns again, when sanity, 
work and thrift will be fundamental ? 


MINNESOTA MEDICINE 


was app! 
Rembrar 


= Anatom} 
. work that pays teur link 
a good wage, work that stimulates incentive, en- J Angelo 


Dbeauty | 


But I 
though | 


F) underst 


physicte 
restorat 
Hippoc 
butes, 


I love 


f of my 
) deleter 
B with h 
Dart. Ii 


them | 


» from 
5 ruptio 
p violat 


5 and p 


B all tir 


) oath, 
No 

} more 
gated 
these 
pract 
the § 
lies « 
Fe 

in m 
one, 





trou 












The Art of Medicine 


The practice of medicine is largely an art. 
{usic, poetry, painting, and sculpture were 
ighly developed, and, indeed, had attained per- 
fection when medicine was still in its crude be- 


© Pro Hh inning. Nike of Samothrace (Winged Vic- 
© has tory), Venus de Milo, and the Laocoén, sculp- 
| Stark wre that has never been excelled, were pro- 
m fort, juced a century or two B. C. Homer had writ- 
n lies en his Odyssey at a time when diseases were 
ntort- Hi reated by superstitious rites, or by the giving 
T we of horrid concoctions. Chaucer had written Can- 
I and terbury Tales two centuries before the ligature 
il an- § was applied to an artery to control hemorrhage. 
reath- Rembrandt had painted his great picture The 
al Anatomy Lesson two hundred years before Pas- 
Pays Freur linked bacteria with disease, and Michael- 


 @ F Angelo was spreading his canvases with infinite 


'® TM beauty long before this. 
- © But I call your attention to the fact that, al- 
wide though the science of medicine was little if at all 
es : understood in those early days, the art of the 
“ physician was bringing sympathy, cheer, and 
re restoration to health. Those glorious words of 
still Hippocrates, transcending most human attri- 
me butes, illustrate the cunts guiding principle. 
lav. B I love to contemplate them, I will follow that 
bi f method of treatment, which according to my 
” FF) ability and judgment, I consider for the benefit 
Fe J of my patients, and abstain from whatever is 
'™ fF deleterious and mischievous. With purity and 
“TY: F with holiness I will pass my life and practice my 
o ) art. Into whatever houses I enter, I will go into 
ols F) them for the benefit of the sick, and will abstain 
9m- fF from every voluntary art of mischief and cor- 
at- F ruption. While I continue to keep this oath un- 
Is F violated, may it be granted to me to enjoy life 
igh fF) and practice of the art, respected by all men at 


not fF all times, but, should I trespass and violate this 


oath, may the reverse be my lot.” 


ea oO 
am Tt 
patties Fate 


| No more inspired lines were ever written! No 
igh more blessed rules of conduct were ever promul- 
on |} gated. And, so down through the centuries, 
le- |] these principles have been paramount in the 
lot |} practice of medicine. It recognizes that often 
ns the greatest good that we bring to our patients 
ng lies outside the giving of drugs. 

ag Formerly, the doctor was the family counselor 
li- in many problems aside from that of illness. No 





one, not even the spiritual adviser, knew the 
troubles that beset the family circle better than 
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he. No one came closer to the inner life of the 
family. It was he who inspired that confidence 
and trust which stimulated the will to believe 
and to get well. It was he whose counsel was 
sought when trouble, trial and tribulation laid 
their heavy hands upon the family life. It was 
he who was first thought of because of his inti- 
mate knowledge of all that concerned the family, 
from sickness to domestic or economic difficul- 
ties. In him was placed that reliance, trust and 
confidence that brought in most instances peace, 
tranquility, and adjustment to those within the 
family circle. The Man of Galilee himself was 
called the great physician, not only for his abil- 
ity to heal the sick, but also for his ascendent 
powers to sympathize, to encourage, to strength- 
en and to make the rough places plain. 

The practice of medicine, however, is not the 
simple thing that it was in those days. There has 
been a tendency to regard specific diseases as 
separate entities. This probably has resulted in 
over-specialization. For complete understand- 
ing one must think of the entire organism as a 
personality. We as a profession are likely to fall 
into the same trap as those economists who 
would make medicine a business-like science. 
Their theory is predicated upon the assumption 
that sickness and disease can be classified in the 
same manner as botany specimens, and all that 
is necessary is to apply the cure. This is far 
from the truth in many instances. It is the per- 
sonality, the ego, that is frequently out of ad- 
justment with its environment. Stress and strain 
of economic existence and the pull of hereditary 
factors are at the bottom of many illnesses. 
This has been especially true since the depres- 
sion came. Our profession has given too little 
thought to these ills, with the result that psy- 
chologists and psychoanalysts have supplied the 
need to these suffering individuals. These per- 
sonalities need sympathy and friendly counsel, 
as does the parched field need the gentle rain. 
Let us give more thought and attention to the 
sick personality! Let there be a return to the 
family doctor and less specialization! 

Those who talk so glibly of making over this 
profession of ours—this profession rich in tra- 
ditions ; this profession which has attained such 
noble worth; this profession surfeited by kind- 
ness and sympathy; this profession whose only 
passwords are mercy and pity—lose sight of the 
art of medicine. They would reduce all these 
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human attributes of kindness, pity and mercy, 
to a formula. They would put the matter on a 
business basis, under the assumption that only 
scientific medicine need be applied to the sick in 
order to effect a cure. What an abysmal misun- 


derstanding of the principles involved! What 
gross injustice and what cruel denial would re- 
sult, to many, many personalities! The art of 
medicine and its application must remain un- 
changed. Nothing must make unheard those 
words so often expressed by the sick, “Doctor, 
I’m so glad you have come.” There is wrapped 
up in that one sentence the epitome of the medi- 
cal art which has existed through the centuries. 
It is akin to the child who reaches out his hands 
to his mother and finds solace and understand- 
ing in her arms. 

The art of medicine has not changed. The 
passwords of mercy and pity are the same today 
as in the days of Hippocrates and the doctor of 
the old school. These qualities of the human 
soul must not die if the art is to exist. Would 
you have me believe that they can be taken over 
by the politicians and bureaucrats? Would you 
have me think that they can be reduced to a 
business formula? Would you have me think 
that they can be turned on and off by a switch? 
I call you to witness, that this can no more be 
done without debasing the quality, than one can 
stifle the love in the human breast for its Crea- 
tor, without dwarfing the soul. 


Medicine an Altruistic Art 


It was Alexander Pope who said, “Be not the 
first to try the new, nor yet the last to lay the 
old aside.” There should be no need of saying 
that the medical profession, above all others, 
would be the first to adopt any change which 
would result beneficially to the public health. If 
this is not true, then indeed, have our traditions, 
our altruism, our purpose, our ethics, been a liv- 
ing fraud. Is it not our duty by virtue of our 
training and knowledge of medical problems, to 
protect the public from the adoption of suddenly 
conceived, overnight schemes which would re- 
sult in the deterioration and prostitution of the 
medical art? Can our motives be impugned, can 
we justly be called selfish when we strive to 
maintain the finest quality of medical service in 
the world? Can we be reproached, can we be 
convicted of deceit when we oppose the control 
of medicine by politicians with all the inevitable 
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We have been called ungenerous, mercenary jence in | 

illiberal, and selfish. If to teach principles ¢ ¢ medici 

sanitation and hygiene, if to broadcast rules anj a no | 

programs of maintaining health, if to give free ith the 
the discoveries of science resulting in the erag. * . 


cation of suffering and disease, if refusal to pat So 
ent new remedies or to keep them hidden anj 





secret, if to maintain clinics and hospital ward ; war 
without recompense, if to apply knowledge oj and ie 
preventive medicine to the wiping out of sp. v0 “ Ma 
cific diseases, if constantly to diminish our pri: ate , 
vate practice and business by the dissemination} me 
of all this knowledge—if all this be ungenerovs ; , sep me 
then thank God, I belong to such a selfish group! ; _ i 
We believe as a profession that whatever is : a 
just and right for the individual is just anf ong i 
right for the group. It is our habit and custom} og f 
to render services to the individual at reduced} ~~ * 
fees, when circumstances deem it to be fair and } — 
right. If this principle is equitable, then it should P . 
be applied under similar needs and conditions, : so 
to the group. To this end, and with the ap nai 
proval of our parent organizations, certain plans ni 
of voluntary hospital insurance are being tried. a 
This seems to me to be just and proper for out a 
of it may evolve a workable, suitable plan, free F ale 
from political or other extraneous influences, S evervt 
which will meet the major expense of hospital f i 
confining sickness for those least able to afford al 
it. One lacks the wisdom of a sage or the te- on wi 
merity of the foolish to outline a definite plan ees 
of that which is still experimental. ann 
We certainly affirm our desire of instituting B yant 
any changes made necessary in view of different tering 
economic conditions. We want those innova- ing f 
tions, however, to come gradually, to be built f like | 
up solidly by trial and error. Science grows f os pe 
thus. An observation, a fact, a theorem, finally FB jnciqi 
a proof. So with us. Let changes come by attri- F the - 
tion. Let there be no radical stampede resulting tion 
in disappointment, retrogression and frustrated P anot 
hopes. This is my answer to those of our pro- F ¢jer} 
fession who clamor and cry for a definite, mili- 
tant program of our own. It would take divine | 
wisdom to foresee the future, but it only re- |) 
quires common sense to keep constantly before |) 
ourselves, before the public, and before our leg- i 
islators, the necessity of maintaining unsullied 
whatever is noble and worthy to the medical art! ; 
The only guide we have for the future is expe- [ . 
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rience. Experience is largely the record of our 
mistakes. Lord Byron said, “The best prophet 
of the future is the past.” There is ample evi- 
dence in events of the past of the deterioration 
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Ples of medicine under political influence. There has 
les ang been no particular dissatisfaction of the public 
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tic, or the indigent. Health insurance takes no 
notice of the manufacturer, the executive, those 
whose efforts and ability give work to thou- 
sands in this country. Verily, these are blessed 
and forgotten souls. It would indeed be revolu- 
tionary if some one thought of protecting them 
when adversity struck. We do not want a tax 
on the already pitifully thin pay envelope of the 
worker ; on burdened industry ; and on the heav- 
ily taxed citizens of the state—a tax that is un- 
even in its assessment and uneven and unfair in 
its benefits. 

We are indeed a profession set apart. We 
must not lose the conviction that we are dedi- 
cated to the care of the sick. Down through the 
ages this has been our duty. Unless we cherish 
a cordial habitual and immovable attachment to 
this heritage, something of value will be irrev- 
ocably lost. The members of the Medical Asso- 
ciation of the State of Minnesota, with their cul- 
ture and knowledge, represent an invincible force 
for good. I beg of you, for the public good, that 
you remain unified in motive and purpose, filled 
with enthusiasm and imbued with the justness 
of your cause. 


A Charge to Keep 


Ah, my confréres, we have a duty to the pub- 
lic and to ourselves. We have a charge to keep! 
A charge from those whose heritage we prize: 
those who now sleep the long sleep; those whose 
minds and hearts must have been akin to the 
Divine because of their noble motives and pur- 
poses ; those whose work has shaped and directed 
currents of civilization and made the lot of man- 
kind better than any statesman, warrior, or gen- 
eral; those who gave us the tradition of benefi- 
cent service to all who suffer; those whose love 
of humanity surpassed even that of the love of 
woman; those whose paths led to a martyr’s 
grave that science might advance. Their spirit 
is not dead! Their precepts and principles, 
examples and teachings, will live not only on 
the pages of history, but in the hearts and minds 
of all worthy to be called physicians. 








* Freeh with the present type of medical service. 
rad. : 
to pat. Social Insurance Not the Answer 
pei I have considerable faith in the intelligence 
ge of and motives of our legislators. I cannot believe 
fame that they, with a complete knowledge of expe- 
tr pref rience in other countries with social and health 
nation A insurance, would countenance any such system. 
eee t I ask them and the American people whether it 
sroup! t has strengthened and fortified governments ; has 
at , Bit lessened poverty ; has it added to individual 
‘f happiness and security; has it lessened sickness 
t anit and morbidity; has it lengthened life; has it 
_— F done any of these things in those European 
duced i countries where it is practiced? Let us not sub- 
: - © stitute rhetoric and emotion for logic. The an- 
: ame F swer is NO. There is a greater public conscious- 
en ness than ever, that we are indeed “our brother’s 
« 4? Fe keeper.” But let us see to it that he has an op- 
Plans ' portunity of keeping himself. He should have 
tried. the opportunity and the right to remain inde- 
— pendent and not become a “poor relation.” If 
Tet BF socialism is just and needed, then let us socialize 
— everything. But, if we still believe in the princi- 
' ples of democracy, guaranteeing liberty in 
ved thought, speech and action, on which this coun- 
dul try was founded, let us adhere to them with per- 
plan severance, moderation and firmness. We want 
none of those European systems. We do not 
ting F want American medicine inoculated with the fes- 
a tering sores of political control; with malinger- 
ova: F ing patients seeking cash benefits; with clerk- 
puilt BD tike prescription writing doctors, exhibiting lack 
OWS of personal interest. These are veritable cancers, 
ally insidiously impairing the worth and prostituting 
cand the art of medicine. We do not want a legisla- 
ting tion which benefits one class at the expense of 
ted another. Health insurance does not profit the 
“4 clerk, the farmer, the self-employed, the domes- 
‘ine 
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eg- 
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SURGICAL DISEASES OF THE PANCREAS* 


With Special Reference to Cysts, Acute Pancreatic Necrosis, and Hyperinsulinism 


OWEN H. WANGENSTEEN, M.D. 


Minneapolis, Minnesota 


|, ghnlesacinyr tte of the pancreas only infre- 

quently demand the attention of the sur- 
geon. Of patients who suffer from diabetes be- 
cause of sclerosis or atrophy of the pancreatic 
islands of Langerhans, however, Joslin has esti- 
mated that about half will ultimately come under 
the care of the surgeon because of infection or 
circulatory disturbances. It is the purpose of 
this paper to deal with the less frequent diseases 
of the pancreas which necessitate a direct attack 
upon the pancreas itself. 


Congenital Anomalies 


Accessory pancreatic tissue has been found in 
the walls of the intestinal canal from the stom- 
ach to the colon. Its most frequent aberrant 
position is in the wall of the duodenum. Acces- 
sory pancreas in a Meckel’s diverticulum has 
been known to give rise to intussusception. Ac- 
cessory pancreas in the mesentery of the bowel 
rarely gives rise to difficulties. Such accessory 
pancreases are usually single, but multiple acces- 
sory pancreatic bodies are occasionally found. 

The annular pancreas is particularly prone to 
give rise to trouble. Undoubtedly a number of 
instances of congenital duodenal stenosis and 
atresia have their origin in this anomalous devel- 
opment of the pancreas. If the obstruction to 
the duodenum is incomplete, the symptoms of 
pyloric obstruction may only become apparent 
later in life. The condition may then be recti- 
fied by excision of the pancreatic tissue which 
overlies the anterior duodenal wall or a gastro- 
duodenostomy or gastro-enterostomy may be 
made to circumvent the obstruction. 


Injury 
Owing to its deep location in the abdomen, 
the pancreas is not readily injured. Because of 
its position over the spine, a severe blow in the 
epigastrium may divide the pancreas. The writer 
has once observed this occurrence. attending the 
kick of a horse. Bullet wounds of the upper 
*From the Department of Surgery, University of Minnesota. 
Presented before the annual meeting of the Minnesota State 


Medical Association, Saint Paul, Minnesota, May 4, 1937. 
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abdomen may traverse the pancreas and this js 
in some measure directly responsible for the 
high mortality attending isolated perforation oj 
the stomach. It is to be recalled that this ge. 
quence of events took place in the instance of 
President McKinley. An assassin’s bullet per. 
forated both walls of the stomach and lodged in 
the pancreas. The holes in the stomach were 
sutured, but the concomitant injury to the pan. 
creas was largely responsible for the fatal out. 


come. It is interesting to know that the bulle 
was not found in the adipose tissues of the retro- 
peritoneal space despite a careful search extend- P 
ing over seven hours by a competent pathologist. [ 
The aid of the roentgen-ray was then (1901) f 
undoubtedly available in Buffalo, but its wider 
adaptation in clinical medicine was a later day | 


development. 


The surgeon now and then injures the pan- 


creas during gastric resection when an ulcer on 
the lesser curvature has eroded the posterior 
gastric wali and the stomach has become in- 
timately adherent to the pancreas. 
under such circumstances the 


However, 


cancer invades the pancreas, however, the sur- 
geon must excise this extension if he elects to 
resect the stomach. The writer has had some 
gratifying results with the acceptance of such 
pancreatic injury as a part of the operative pro- 


cedure in some cancers of the stomach. The ff 


experience with pancreatic resection for hyper- 
insulinism has taught that injury of the pan- 
creas is fairly well tolerated if hemostasis is 
secure and the resected portion of the gland is 


embedded in omentum. This demonstrated tol- | 


erance of the pancreas to withstand traumatic 
insults, however, should afford no occasion to 
take unwarranted or unnecessary liberties with 
it. In performing splenectomy, the surgeon 
should still take great pains to avoid including 
the tail of the pancreas in his ligature. 
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surgeon can 
choose, if he prefers, to leave a little of the [ 
gastric wall on the pancreas, destroying the 
gastric glands by fulguration. When a gastric [ 
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DISEASES OF THE PANCREAS—WANGENSTEEN 


Acute Pancreatic Necrosis 


How the disease entity of acute pancreatitis 
or pancreatic necrosis comes about is not wholly 
clear. Since the finding of a small gallstone at 
the termination of the common bile duct by Opie 
in 1901, it has become known that the chole- 
dochus and duct of Wirsung may be converted 
into a common channel through such an agency, 
bile being retrojected into the pancreatic ducts. 
Experimentation has established the validity of 
the contention that pancreatic necrosis may have 
this origin. The number of instances, however, 
in which a mechanical obstruction which can 
cause this is found, are few. Such retrojection 
of bile in the presence of a common channel 
would therefore most likely have its origin 
through functional disturbances in the neuro- 
muscular mechanism of the ampullary portion of 
the common bile duct. Boyden has recently 
demonstrated quite conclusively that the sphinc- 
ter of the choledochus is not at the papilla or 
tip of the ampulla, but lies usually about 2 cen- 
timeters proximal to the ampulla. The chief 
problem of the causation of acute pancreatic 
necrosis centers in the conversion of inactive 
trypsinogen into active trypsin in the pancreas it- 
self. Normally this activation takes place in the 
duodenum by the physiological activator succus 
entericus. There are many agents which can ef- 


animal, however, many such agents are insufficient 
to produce the disease when operating as single 
factors. The explanation of a number of instances 
of acute pancreatic necrosis may lie in a com- 
bination of factors which are ineffectual when 
Some experiments done by 
Leven, Manson, and the writer, upon the cat, 
would indicate that pancreatic necrosis is more 
likely to follow retrojection of bile into the duct 
of Wirsung from the choledochus when fat was 
ingested. Dragstedt and his associates are in- 
clined to believe that the bile regurgitation fac- 
tor will account for only a small percentage of 
instances of acute pancreatitis. They feel that 
a primary infection in the pancreas plays the 
more important réle. Rich and Duff in some 
recent experiments stress obstruction of the 
pancreatic ducts as the chief etiologic agent. 
They believe that obstruction of the ducts per- 
mits extravasation of the glandular enzymes in- 
to the substance of the pancreas, thus producing 
necrosis. They state that activated trypsin pro- 
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duces the specific effect of thrombosis and hem- 
orrhage no matter which tissue is concerned. 
Rich and Duff relate that they have observed 
metaplasia of the duct epithelium in the pan- 
creas of patients dying of acute pancreatic ne- 
crosis. 


Treatment of Acute Pancreatic Necrosis 


It has been the writer’s practice for some years 
to treat acute pancreatic necrosis conservatively 
without operative intervention. It would appear 
that drainage of the peritoneal cavity, drainage 
of the biliary tract and tamponade of the pan- 
creas accomplish nothing specific in the control 
of the disease. The patient must sustain the 
trauma of operative intervention, which is con- 
siderable, in addition to the burden of the dis- 
ease. The fluid which accumulates in the perito- 
neal cavity in the course of pancreatic necrosis 
is innocuous; drainage of the biliary tract is 
only of value in the presence of continued ob- 
struction at the ampulla, and it is difficult to be- 
lieve that tamponade of the pancreas will in- 
hibit autodigestion of the pancreas—the process 
which threatens life. The therapy of pancreatic 
necrosis, it would seem, should be directed to 
stopping the activation of trypsin within the 
pancreas. The symptomatic relief of pain and 
intestinal distension can usually be accomplished 
by the application of suction to an indwelling 
duodenal tube and the employment of hot packs 
to the abdomen. Starvation is probably fully as 
effectual as any other known agent in interrupt- 
ing the pathologic conversion of trypsinogen 
into trypsin within the pancreas. Lewis warns 
against the administration of glucose on the 
basis of Babkin’s work, who found that hyper- 
glycemia increased the production of pancreatic 
enzymes. It is difficult to believe that operation 
which only establishes the diagnosis but ac- 
complishes no specific good is of any value in 
treatment. It has been the writer’s practice to 
do the delayed operation after convalescence 
from the acute disorder. At operation, done 
usually about three weeks after the onset, areas 
of fat necrosis are almost invariably still demon- 
strable. Inasmuch as disease of the biliary tract 
is the most common concomitant of pancreatic 
necrosis, excision of the gallbladder and careful 
examination or exploration, if indicated, of the 
common duct are in order. Latterly the writer 
has not advised delayed operation after recovery 
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from the acute attack of pancreatic necrosis if 
cholecystography demonstrates a normal gall- 
bladder. 


Recognition of Acute Pancreatic Necrosis 


As far as the acute interstitial variety of pan- 
creatitis is concerned (Zoeppfel’s pancreatic 
edema) there is no reason to believe that this 
pancreatic disturbance eventuates in acute pan- 
creatic necrosis. Acute interstitial pancreatitis 
not infrequently attends acute biliary tract dis- 
orders. Those who have operated on the so- 
called “acute gallbladder” have seen this pan- 
creatic edema with fat necrosis not uncommonly. 
This form of pancreatic disturbance apparently 
does not threaten life seriously, all of Zoeppfel’s 
and Arnsberger’s cases having recovered. The 
great hazard of acute pancreatic necrosis is well 
known. With the widely practiced conservative 
management of acute biliary tract disorders, of 
which the acute interstitial type of pancreatitis 
is a not infrequent accompaniment, did pancreatic 
edema eventuate often in acute pancreatic ne- 
crosis, one would anticipate finding in every 
large series of “acute gallbladder” cases treated 
conservatively, a definite mortality from acute 
pancreatic necrosis. Such, however, is not the 
case. One may reasonably conclude therefore 
that these are really two different types of pan- 
creatic affection and that acute interstitial pan- 
creatitis may be treated conservatively with safe- 
ty. The findings upon which the diagnosis of 
acute pancreatic necrosis can be made have been 
described elsewhere.”* In brief, it may be said 
that in the typical case of pancreatic necrosis 
there is very severe pain. The abdomen is tender 
everywhere but largely in the upper half, where 
also. the greatest rigidity is to be found—usually 
about a grade 2 or 3 on the basis of 4. Oc- 
casionally the outline of the indurated pancreas 
may be made out with the hand, indicating that 
the board-like rigidity of ulcer perforation is not 
observed in pancreatic necrosis. Unlike acute in- 
fections of the biliary tract which present the 
greatest tenderness and rigidity in the upper 
right abdomen, instances of acute pancreatic ne- 
crosis, in the experience of the writer, exhibit no 
such unilateral intensification of findings—the 
rigidity being uniform in the upper abdomen. 
Rectal and vaginal examination reveal no ten- 
derness. There is no intestinal colic. The pulse 
and temperature usually exhibit moderate eleva- 
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tion. In the experience of the writer a il Nawal 
pressed arterial blood pressure with shock ha servativ 
been observed only ante-mortem and in instaneg abate a! 
of pancreatic apoplexy. treatme’ 


The diagnosis therefore is made largely on th 
basis of exclusion. Acute cholecystitis, ul 
perforation, intestinal obstructien, acute appen. 
dicitis and strangulation of an ovarian cyst ar 
the common conditions which have to be di. 
ferentiated. The history and the differential cr. 
teria of physical examination which have bee 
described, with the aid of an erect and a scoy 
film made with the patient lying supine, usud.f 
ly serve to establish the diagnosis. The pain inf 
acute pancreatic necrosis is severe but the rigid f 
ity of the abdominal wall does not approximat | 
that of ulcer perforation. In acute appendicitis 
and strangulation of an ovarian cyst, the physic: 1 
findings are most marked in the lower abdomen, : 
whereas in acute pancreatic necrosis most tender.) 
ness and rigidity are to be found in the upper - 
abdomen. Elman finds the blood amylase find-) 
ings of value. The experience of this clinic j in = 


ter 


the diagnosis of acute pancreatic necrosis in-| 
dicates that the differential criteria above def 








care | 
scribed are quite reliable. perito 
The condition described as chronic pancreat-% sie r 
tis is not well understood. When jaundice in) yith 
terpreted to be due to carcinoma clears afte}) 4 wa 
surgical interference, and the patient continue}, 
in good health, the surgeon infers (on no goo) 
evidence) that his patient was suffering from] Pa 
chronic pancreatitis. ee 
eties 
Abscess aden 
differ 
The most frequent precursor of pancreatic} pseu 
abscess is necrosis of the pancreas. Occasion]} wel] 
ally such abscesses are of hematogenous ory) a lar 
igin. They have been known to occur during} pe a 
mumps. The head is the portion of the pancreas cyst: 
most frequently involved in abscess. The writet}} and 
has watched a pancreatic abscess go on to com- (Fig 
plete healing under conservative management. fron 
He has also observed spontaneous hemorrhages!) atte 
from such an abscess after the institution of ex loin 
ternal drainage—an event which may bring about|/} par} 
sudden death by so-called “pancreatic apoplexy.’|} {je ; 
A pancreatic abscess may follow an attack of]}  retr 
pancreatic necrosis during the course of which|} tort 
a portion of the pancreas sloughs. Similarly 29 que 


pancreatic abscess may be the precursor of 49 er, 


pancreatic cyst. 
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The writer is disposed to feel that most 
cases of pancreatic abscess are best treated con- 
servatively. If fever and tenderness do not 
abate after a reasonable trial with non-operative 
treatment, external drainage should be done, 








Fig. 1. The typical abdominal protuberance pre- 
sented by a patient with a large pancreatic cyst. The 
tenting in the left upper quadrant is quite apparent. 


care being taken to avoid contamination of the 
peritoneal cavity. In instances where the feb- 
rile response of the patient gradually subsides 
with parallel clearing of the abdominal findings, 
a waiting policy should be followed. 


Cysts 


Pancreatic cysts are essentially of two vari- 
eties: (1) the simple serous cysts and (2) cyst- 
adenomas, which in reality are tumors. The 
differentiation frequently made between true and 
pseudopancreatic cysts does not appear to be 
well founded. The most frequent antecedent of 
a large serous cyst of the pancreas appears to 
be a prior attack of pancreatic necrosis. These 
cysts usually present in the upper left abdomen 
and occasionally tent up the abdominal wall 
(Fig. 1). A pancreatic cyst is to be differentiated 
from a kidney tumor or swelling in that the 
latter can be felt almost invariably both in the 
loin and on the anterior abdominal wall. The 
barium-filled stomach can be readily shown to 
lie in front of the swelling. The pancreas being 
retroperitoneal, a cyst arising in it usually dis- 
torts the course of the ureter (and most fre- 
quently the left). In the experience of the writ- 
er, such a cyst can be satisfactorily managed by 
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marsupialization. Six patients with serous pan- 
creatic cysts have been treated in that manner 
in this clinic and, as far as the writer has been 
able to learn, there have been no _ persistent 
fistulas. Cystadenomas of the pancreas 





should 















Fig. 2. The cyst shown in Figure 1 after excision. 
It proved to be cystadenomatous in type with con- 
siderable solid tumor present. It was surrounded by 
a very rich network of veins (Mrs. M. C., Hospital 
No. 63236). 


always be excised. Marsupialization fails to 
cure them and further they may be the progen- 
itors of cancer of the pancreas. 

Excision of a large cystadenomatous tumor 
of the pancreas is not a simple task. Two such 
tumors have been seen in this clinic, both being 
successfully extirpated (Fig. 2). One of these 
had previously been marsupialized, with, as one 
might suspect, the persistence of an odorous 
fistula. 


Carcinoma 


About 2 per cent of all carcinomas have their 


origin in the pancreas. The most frequent site 


is the head of the organ, where invasion or com- 
pression of the choledochus early gives rise to 
jaundice. There have been no cures attending 
radical excisions for such a lesion. Leven has 
reviewed the experience of this cline with the 
palliation afforded by cholecysto-anastomoses.*® 
The average survival period after such an opera- 
tion in the University Hospital series (8 cases) 
was four months; the longest was fourteen and 
a half months. A 25 per cent mortality attended 
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the operation. 
orrhage. 

Whipple, Parsons and Mullins have recently 
described instances in which they successfully 
removed in two stages a segment of the duo- 
denum and the attached pancreas for carcinoma 
of the ampulla of Vater. The major pancreatic 
duct is ligated, a cholecystogastrostomy made, 
the ends of the pylorus and the duodenum are 
inverted and a gastro-enterostomy is done. 
Were it not for the danger of cholangitis and 
hepatitis following sacrifice of the sphincter 
choledochus, this operative procedure would ap- 
pear to be an excellent one which might even 
be extended to some instances of carcinoma of 
the head of the pancreas. 


The chief cause of death is hem- 


Pancreatic Fistula 

A complete persistent external pancreatic fistula 
in the dog is invariably fatal, due essentially to 
the loss of fixed base (sodium). Bollman has 
observed however when the dog is permitted to 
lick the secretions from the wound, that such a 
fistula may be tolerated. Such a fistula occurs 
in man after trauma or following operative at- 
tack upon the pancreas in which the major duct 
is divided. Severe excoriation of the skin re- 
sults unless the skin is protected. If the drain- 
age is profuse, suction should be instituted. A 
5 per cent tannic acid ointment serves to pro- 
tect the integument when the drainage is not 
excessive. Such a fistulous tract may be im- 
planted into the stomach (Jedlicka). On one 
oceasion, the writer successfully closed such a 
fistula by implanting a pedicled muscle flap into 
the fistulous tract. 


Pancreatic Lithiasis 


A calculus in one of the pancreatic ducts is 
one of the rarest of pancreatic maladies. No in- 
stance has come under the writer’s observation. 
Obstruction of the duct is believed to be the 
major factor in their production. They are often 
radio-opaque. They may be identified fairly ac- 
curately prior to operation, if the shadows of 
such a stone can be identified on a radiogram 
within the limits of the horseshoe demarcated 
by an indwelling duodenal tube which has made 
its way as far as the duodeno-jejunal angle 
(Engelstad and Romcke). They often give rise 
to severe pain and should then be excised. Sup- 
purative pancreatitis may also result owing to 
the obstruction of the pancreatic ducts. 
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Hyperinsulinism 

Within the past decade, a new pathologic ey. 
tity of great significance has come to light in the 
pancreas. It relates to the over-production 9 
insulin by small adenomas of the pancreas which 
have come to be known as insulogenic tumors 
Pathologists had observed them for decades, ané 
had believed them to be without particular jp. 
terest, other than as potential forerunners oj 
carcinoma of the pancreas. Evidence seem 
clear too that abnormal production of insulin 
may occur in a pancreas which grossly or micro. 


scopically does not appear to be abnormal; tha E 


is, hyperinsulinism may occur in the absence oj 
a demonstrable insulogenic tumor. That such 
is the case can be reasonably inferred from in. 
stances in which subtotal resections of what ap- 


pears to be normal pancreas, have brought abou 
complete relief from the convulsive seizure 


caused by hyperinsulinism. 


Symptoms.—Spells of tremulousness and weak- 
ness and periods of unconsciousness attended by FF 
convulsive seizures are the usual complaints: § 


there is often a sensation of great hunger accom- 
panied by sweating immediately preceding such 
attacks. Not uncommonly patients learn that 
the taking of food, especially the ingestion of 
candy or sweetened orange juice, serves to lessen 
the frequency of periods of unconsciousness and 
convulsive seizures. 


tient beyond the physiologic requirement. 

The physical examination between attacks re- 
veals no pertinent findings. 
in the urine and the fasting blood sugar is in- 
variably low. Convulsive seizures or a_ period 
of unconsciousness due to the hypoglycemia of 


hyperinsulinism may be interrupted by the in- f 
travenous injections of glucose or by the intra- [7 
muscular injection of a few minims of 1-100 


solution of adrenalin, as a result of which the 
blood-sugar value is increased. The demonstra- 
tion of subnormal blood-sugar values during a 
convulsive seizure and the interruption of the 
attack by the intravenous injection of glucose 
establish the diagnosis of hypoglycemia. 

One of the difficulties which hedges about the 
problem of hyperinsulinism is that the demon- 
stration of hypoglycemia is not synonymous with 
hyperinsulinism. Affections of the liver, adrenal 
and pituitary, also have been known to produce 
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The symptoms of the dis- 
ease are identical with the occurrences which Ff 
attend the taking of insulin by a diabetic pa- f 
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hypoglycemia. The most frequent cause, how- 
ever, of spontaneously occurring hypoglycemia 
is hyperinsulinism. Exploration of the pancreas 
would appear to be justified in all instances of 
hypoglycemia where the cause remains obscure. 
When a tumor can be felt in the substance of 
the pancreas at operation, the course for the 
surgeon is clear. He should remove the tumor, 
resecting a bit of the adjacent pancreas if so 
indicated. When, however, a tumor can not be 
felt, his course of action cannot be so readily 
agreed upon. Whereas the results of excision 
of an insulogenic tumor have been almost in- 
variably attended by cessation of convulsive 
seizures, such good fortune has not often ac- 
companied resection of the pancreas when no 
tumor was found. The pertinent question in 
this latter type of case is, whether adequate ex- 
cision of pancreatic tissue would suffice. There 
are two reported instances in the literature (Gra- 
ham and Hartmann, and Simon) of hypogly- 
cemia in which subtotal pancreatic excision re- 
sulted in cure. In the 1936 Year-book of Sur- 
gery, Graham states that three such cases are 
now known. The writer did such a subtotal 
pancreatic resection in an infant who died six 
weeks after the operation—a small residual ab- 
scess being found at postmortem at the hilum 
of the spleen. The hyperinsulinism appeared to 
have been successfully dealt with. After sub- 
total pancreatectomy, blood-sugar values were 
with few exceptions normal and there were no 
more convulsive seizures (Case 5). 

However, there are a large number of re- 
ported experiences which attest the futility of 
pancreatic resection when an insulogenic tumor 
was not encountered (McCaughan and Broun). 
efore concluding that such instances of hypo- 
glycemia had their origin in a site other than 
the pancreas, one would do well to ask whether 
the pancreatic resection in the failures was ade- 
quate. It is significant that in the successful 
cases subtotal resections were done. 

The writer has had an operative experience 
with five cases. In three, insulogenic tumors 
were felt and removed at operation. These three 
patients have made complete recoveries from 
hypoglycemia with associated convulsive sei- 
zures. One of these, however, who had deteri- 
orated physically and emotionally to an imbecilic 
state before operation, owing to the devastating 
effects of prolonged hypoglycemia upon the 
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brain, has not made a complete recovery (Case 
2). The fasting blood-sugar values have been 
normal and there have been no convulsions. She 
was bedridden and had almost complete motor 
aphasia before operation; now she can do some 





_ Fig. 3. A section of the encapsulated pancreatic adenoma from 
Case 1 is shown here. 


of her own housework and carry on an intel- 
ligent conversation. The recovery, however, has 
not been complete and may never be. Perma- 
nent brain injury in prolonged hypoglycemia is 
now well known (Baker and Lufkin). 

The Operation.—Care must be observed that 
the patient does not come to operation with a 
blood-sugar value at the convulsive level, for 
anesthesia, particularly ether, may aggravate the 
hypoglycemia. It is the writer’s practice to give 
slowly a 5 per cent solution of glucose intra- 
venously during the operative procedure. Ex- 
posure is made through a long left rectus inci- 
sion under cyclopropane anesthesia. A transverse 
incision extending from one costal margin to 
the other would, however, be the most direct ap- 
proach. The gastro-colic omentum is divided 
through the greater portion of its length. Deep 
broad retractors are inserted beneath the stom- 
ach, pulling it upward. This maneuver lays the 


* pancreas bare through the greater portion of its 


extent. By running the fingers first over the 
surface of the pancreas and later seizing it gently 
between the thumb and fingers, the presence of 
a tumor can usually be made out with reliable 
certainty. In order to facilitate accurate palpa- 
tion of the thicker head of the pancreas, the 
avascular lateral fold of the second portion of 
the duodenum should be divided, permitting 
simultaneous palpation of the pancreas with both 
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hands from two approaches. The writer has 
methodically examined the entire extent of the 
pancreas in this manner before concluding that 
no insulogenic tumor was present and before 
undertaking subtotal recection—a procedure 


4 








Fig. 4. The tumor from Case 2 surrounded by 
pancreatic tissue. The microscopic diagnosis was 
adenocarcinoma. There has been no evidence of re- 
currence, however. It ‘s not unlikely that this is 
pathologically the type of “mixed tumor” observed 
in the parotid gland. 


which he has done in two instances (Cases 4 
and 5). No tumors were found in the excised 
pancreas of these two cases. At the site of re- 
moval of the tumor or over the resected stump 
of the pancreas, the omentum is carefully su- 
tured. The wound is then closed, with drainage 
being established with a soft rubber drain ( Pen- 
rose) through a stab-wound.* 
During the early convalescence, a 
solution of glucose in saline solution or distilled 
water is given quite liberally. The appearance 
of sugar in the urine indicates that there is no 
hazard from hypoglycemia. Occasional blood- 
sugar determinations should, however, be made. 
Suction applied to an indwelling duodenal tube 
has been used routinely postoperatively to avoid 
intestinal distension. 


5 per cent 


Because of the magnitude 
of the undertaking, an oxygen tent is provided 
for the patient during the early convalescence. 
The great fear of the danger of pancreatic 


*The chief contributing cause of death in Case 5 was prob- 
ably an evisceration for which the wound was strapped At 
the time of death, the wound was healed, but in addition to the 
residual abscess in the splenic hilum, there was evidence in the 
presence of thin fibrous adhesions of an antecedent peritonitis 
which probably followed the evisceration. Experiences of this 
sort with wound disruption after resection for gastric cancer, 
persuaded the writer to undertake closure of the abdominal inci- 
sion with buried silk—the technic of the closure remaining 
otherwise the same, save for the substitution of silk for cat- 
gut. The results have been very gratifying and have been 
elsewhere described. (Transactions of the Minneapolis Surgical 
Society, January 1937.) 
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injury has been considerably modified by the 
experiences which surgeons have had with oper. 
ative intervention for hyperinsulinism. 

Before subjecting patients with chronic hypo. 
glycemia to operation, the efficacy of: frequent 
feedings of a high carbohydrate diet should be 
evaluated. Patients who exhibit definite im- 
provement on such a regimen need not be op- 
erated upon. Hypoglycemic patients who prove 
refractory to such management and in whom no 
other cause of the convulsive seizures is appar- 
ent should be operated upon. 

The details of the case records of the patients 
upon whom the writer has operated for per- 
sistent hypoglycemia follow herewith. 


Case Reports 


Case 1—Mr. P. H., aged twenty-eight, hospital num- 
ber 625929, was admitted March 22, 1934, with the com- 
plaint of spells of weakness since May, 1934, and con- 
vulsive seizures and periods of unconsciousness dating 
from February, 1931. He learned that eating 
tended to relieve the spells of weakness and forestall 
the convulsive seizures. Prior to July, 1933, the convul- 
sive seizures and periods of unconsciousness were rela- 
tively infrequent. Since then, despite frequent taking 
of food, these seizures have occurred once or twice a 
day. 


soon 


The physical examination was essentially nega- 
The blood pressure was 135/70. 

Examination of the blood and urine revealed no ab- 
normal findings. Four fasting blood-sugars at various 
times after admission gave the following findings: 15.5, 
21.5, 23.0 and 40.0 milligrams of sugar per 100 cubic 
centimeters of blood. Blood-sugar determinations made 
during attacks of unconsciousness varied between 15 
and 50 milligrams. The sugar tolerance was as fol- 
lows: fasting blood-sugar, 46 milligrams; at one-half 
hour intervals afterward, 154, 186, 210, 260. There was 
no sugar in the urine at any time following the test. 

Under cyclopropane anesthesia exploration of the 
abdomen was done April 30, 1934. A small tumor lo- 
cated on the dorsal surface of the pancreas in its distal 
third was felt. Because of the difficulty of getting at 
it, the tail of the pancreas including the tumor was 
excised. The wound was closed without drainage. The 
patient made what appeared to be an uneventful con- 
valescence, but returned later with slight fever and 
presented tenderness below the left costal margin. A 
diagnosis of subphrenic abscess, probably small, was 
made, as inferred from the shadow observed on a radio- 
gram after inflation of the stomach and colon with air. 
Under conservative treatment alone it cleared up and 
the patient has remained well. There have been no 
further convulsive seizures and blood-sugar determina- 
tions have shown consistently normal values. The 
tumor was roughly spherical and measured twelve 
millimeters in diameter. It was reddish-purple in color 
and was identified histologically as an adenoma of the 
pancreatic islets. 


tive. 
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This patient has remained well and there have been 
Blood-sugar values have 
A small hernia has developed in the 
incision which should be repaired. 


no more convulsive seizures. 
all been normal. 


Case 2—Mrs. L. W., aged thirty-seven, hospital num- 
ber 630202, was admitted to the neurological service 
on August 14, 1934, with the complaints of weakness 
and convulsions. The patient was admitted to hospital 
during a convulsive seizure. There clonic and 
tonic contractions accompanied by carpopedal spasms. 
The blood-sugar was found to be 30 milligrams per 


were 


cent. Intravenous glucose solution administered 
and the patient was aroused from a semi-stupor at 


was 


once. These spells commenced about a year ago, and 
the patient’s husband had learned that the oral inges- 
tion of orange juice helped to awaken her. 

The weakness had been so extreme that she had 
been confined to her bed. There had been complete 
disorientation and confusion. Her conversation had 
been unintelligible; the patient had been incontinent. 
The appetite had always been good. 

Two years ago a subtotal thyroidectomy was done 
elsewhere for an adenomatous goiter without hyper- 
thyroidism. The past history otherwise has no _ bear- 
ing on the present complaint. 

Apart from the obviously impaired mental status, the 
notable physical findings were: (1) moderate emacia- 
tion; (2) a persistent adenomatous nodule in the right 
lobe of the thyroid. The blood pressure was 112/80. 
Fasting blood-sugars varied between 31 and 66 milli- 
grams per cent. On October 14, 1934, the patient was 
transferred to the surgical service. Operation under 
ether anesthesia disclosed a small, reddish-yellow, un- 
encapsulated tumor on the superior and ventral aspect 
of the pancreas. A frozen section made during the 
course of the operation was interpreted as a low-grade 
adenocarcinoma. In view of this histologic finding, a 
resection of a considerable portion (three-fifths to two- 
thirds) of the pancreas was done. The omentum was 
carefully sutured over the site of amputation of the 
pancreas, and a soft rubber drain was led out through 
a stab wound. The convalescence was without marked 
reaction and the patient was retransferred to the neu- 
rologic service ten days later. 

There have been no recurrences of the convulsive 
seizures and the patient has steadily improved. The 
blood-sugars have been consistently normal since op- 
eration. 


Blood-sugar values have all been normal and the , 


patient has improved materially. She can now do some 
of her own work. Evidence of mental deterioration is 
still marked, however. It is to be noted that the pa- 
tient continues well without evidence of recurrence de- 
spite the microscopic diagnosis of adenocarcinoma. 


Case 3—W. B., a boy aged eleven, hospital number 
650512, was admitted to the University Hospital on 
July 7, 1936, with the complaint of recurrent convul- 
sive seizures of 17 months duration. These occurred 
usually before meals and were characterized by clonic 
convulsions lasting a few minutes; periods of uncon- 
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sciousness of varying duration had not been unusual. 
The patient’s physician, Dr. R. E. Pray of Fargo, North 
Dakota, had made a diagnosis of hypoglycemia due to 
probable hyperinsulinism before the patient was ad- 
mitted on the pediatric wards under Dr. I. McQuar- 





A section of the pancreatic adenoma from the head 
of the pancreas in Case 3. 


Fig. 5. 


On admission here the fasting blood-sugar 
A convulsive 


rie’s care. 
was found to be 41 milligrams per cent. 
seizure was interrupted by the intravenous administra- 
tion of a solution of 5 per cent glucose. A trial with 
frequent feedings of foods rich in carbohydrates failed 
to avert convulsive seizures or to sustain a normal 
blood-sugar value. 

On July 16, 1936, exploration of the pancreas was 
made through a left rectus incision under cyclopropane 
anesthesia. It had been explained to the relatives 
if a tumor could not be palpated at the time of opera- 
tion that resection of the pancreas would be a thera- 
peutic procedure of doubtful value. A tumor was felt 
in the head of the pancreas. The external leaf of the 
duodenum was divided, and by a combined approach 
from above and beneath the duodenum, an adenomatous 
tumor, well encapsulated about 1.5 by 2 centimeters in 
diameter was shelled out. A number of hemostats 
were placed and the surgical diathermy current was 
used to deal with the bleeding points in the deep wound. 
This tumor on microscopic section proved to be an 
adenoma. A small swelling had been felt in the tail of 
the pancreas, so it was amputated. This proved to be 
a lymph-node embedded within the pancreas. Drainage 
was employed through a small stab wound to the left 
of the incision. 

The boy had a smooth and uninterrupted convales- 
cence and there was no recurrence of convulsive sei- 
blood-sugar values made after operation 
were normal. A recent letter from the mother states 
that the boy has been active in school and has con- 
tinued well. 


zures. All 


Case 4.—Mr. F. M., aged twenty-nine, hospital num- 
her 623663, was first admitted to the University Hos- 
pital on January 7, 1934, with the complaints of attacks 
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of weakness, perspiration, and increased irritability, 
with periods of unconsciousness. The patient had an 
obvious acromegaly of several years standing. The 
first convulsive seizure occurred in April, 1933, and the 
patient was taken to Rochester, Minnesota, in an un- 
conscious state. The blood-sugar was 46 milligrams per 
cent. The patient promptly regained consciousness fol- 
lowing intravenous administration of glucose solution. 
The patient was tried out on a regime of frequent feed- 
ings but returned for exploration of the pancreas at a 
later date. This operation was done by the late Dr. 
Judd on June 21, 1933. There were no abnormal gross 
findings in the pancreas. A portion of the tail of the 
organ was excised but was found to be normal on 
histologic study. Following his dismissal, the patient 
gained forty pounds in weight with frequent feedings, 
but weakness and convulsive seizures still persisted. 

On admission to the University Hospital early in 
1934, because of the obvious acromegaly as indicated 
by the large hands and feet, prominent supra-orbital 
ridges and large nose together with tufting of the distal 
phalanges (though the sella was normal), cross-fire 
x-ray treatments were applied to the hypophysis but 
without evidence of improvement after the lapse of 
several months. 

He was again admitted in the summer of 1934 and 
at the request of the Medical Service exploration of 
the pancreas was done July 23, 1934. Dr. Russell 
Wilder of the Mayo Clinic, who had seen the patient 
meanwhile, had suggested that a small tumor previously 
not demonstrated might now have grown to palpable 
size. A thorough exploration was carried out and the 
pancreas was freed wherever possible to permit of 
palpating the organ on both superior and inferior sur- 
faces. No abnormalities could be made out. In the 
process of exploring the pancreas, the organ was fairly 
well separated from its bed of adventitious tissue. 

After operation until the time of dismissal on August 
10, 1934, the blood-sugar did not fall below 74 milli- 
grams per cent and there was no recurrence of hypo- 
glycemic attacks. On August 29, five weeks after the 
exploration, another convulsive seizure occurred and 
seizures have continued periodically since. 

On September 24, 1934, in a subsequent admission 
hemorrhoidectomy was done because of rectal bleed- 
ing. Ether anesthesia was given to the same depth 
and for the same length of time as at the previous 
exploration. On completion of the operation, the pa- 
tient’s blood-sugar was 240 milligrams per cent. A 
few hours later, it dropped to 72 milligrams per cent, 
and the following morning the patient had another 
hypoglycemic convulsion. 

The patient meanwhile was again given x-ray treat- 
ment to the pituitary gland without elevating the fast- 
ing blood-sugar values. Convulsive seizures still con- 
tinued to occur. Continuous feedings of carbohydrates 
by an indwelling duodenal tube were tried without ef- 
fect. Pitressin was also given without improvement. 
All fasting blood-sugars continued low. 

On April 30, 1935, the patient was re-operated upon, 
a subtotal pancreatectomy being done. It was esti- 
mated that seven-eighths of the gland was excised. 
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The excised tissue weighed 30.5 grams, and showed no 
evidence of tumor. The postoperative blood-sugar yal. 
ues were all within normal limits. Pneumonia devel. 
oped postoperatively and the patient died on May 5 
1935, six days after operation. At postmortem exam. 
ination, pneumonia was found in the right upper lobe 
The peritoneal cavity was clean. There was a smal] 
hematoma in the residual portion of the pancreas in 
the curve of the duodenum. Fat necrosis was present 
at this site. Examination was also made of the pitui- 
tary gland. Histologically, the eosinophilic cells ap- 
peared to be present in excess of the normal. A cel] 
count made by Dr. A. T. Rasmussen of the Depart- 
ment of Anatomy was as follows: eosinophiles 62 per 
cent ; chromophobes 20 per cent; basophiles 18 per cent, 


Case 5.—R. Y., two and a half years of age, hospital 
number 651587, was admitted to the University Hos- 
pital on August 24, 1936, with a history of convulsive 
seizures since the age of four months. The attacks 
came most frequently before meals and most often in 
the late afternoon. The patient’s mother has learned 
that the ingestion of sugar helped to avoid attacks. 
In the convulsive seizures, there were tonic and clonic 
twitchings which lasted for five to seven minutes, 
After the convulsion the infant would sleep for about 
an hour and seemed quite normal afterward. 

Physically, the child appeared fairly well nourished, 
but he was definitely retarded mentally, being able to 
say only a few words. He was also quite irritable. 
The extremities were definitely spastic with hyperactive 
reflexes. 

The urine was negative. The hemoglobin was 78 
per cent, leukocytes 11,900. The Wassermann was 
negative, as was also the Mantoux test. The fasting 
blood-sugar varied between 23 and 42 milligrams per 
cent. After a glucose tolerance test, the highest blood- 
sugar value was 90 milligrams per cent observed three 
hours after the ingestion of the glucose. On one occa- 
sion, 40 minutes after the subcutaneous administration 
of 7.5 cubic centimeters of adrenalin, the blood-sugar 
was elevated to 134 milligrams per cent; after three 
hours, it had returned to 26 milligrams. 

X-ray films made of the skull revealed evidence of 
a probable hydrocephalus. In consequence, an encepha- 
logram was made which failed to substantiate that im- 
pression. The spinal fluid pressure was 20 millimeters 
of mercury. 

There were frequent convulsive seizures during the 
hospital stay. 

On November 2, 1936, under cyclopropane anesthesia, 
subtotal pancreatectomy was done, no tumor being felt 
after careful palpation of the entire length of the pan- 
creas. The pancreatic tissue removed weighed nine 
grams and appeared grossly normal. There was no evi- 
dence of tumor in the excised tissue. It was estimated 
that a residuum of about two grams of pancreatic tissue 
remained. Of sixteen fasting blood sugar determina- 
tions made postoperatively, all, with few exceptions, 
were well within normal limits as contrasted with the 
persistently low values before operation. 

Unfortunately, evisceration occurred on November 7, 
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1936, with protrusion of several intestinal coils. Con- 
siderable fluid had been given intravenously during the 
course of the operative procedure and the abdominal 
incision could not be closed because of the tense uri- 
nary bladder until catheterization had been performed. 
The intestinal coils were returned into the abdomen at 
the time of evisceration and the walls were strapped 
together with adhesive tape, a Penrose drain being led 
through the wound. The convalescence following evis- 
ceration was stormy, but by November 21, 1936, the 
wound had granulated in nicely and the infant seemed 
to be doing well. The preoperative fretfulness was no 
longer apparent, but abscesses developed in the right 
cubital space and near the left internal malleolus, and 
in the left parotid gland. Death occurred on December 
13, 1936, six weeks after the operation. 

No evidence of peritonitis was found at the postmor- 
tem examination. There were, however, fibrinous ad- 
hesions throughout the peritoneal cavity. In the hilum 
of the spleen about five cubic centimeters of greenish 
pus, well encapsulated, was uncovered. The residual 
pancreatic tissue weighed 7.7 grams—an amount which 
was considerably in excess of that estimated to be left 
at the time of operation. 


Comment 


Two important clinical problems relating to 
hypoglycemia still demand solution. (1) The de- 
velopment of diagnostic criteria by which in- 
stances of hypoglycemia due to hyperinsulinism 
may be differentiated from hypoglycemia caused 
by disturbances of pituitary, adrenal, liver, and 
other functions not understandable in the present 
state of our knowledge. Hypoglycemia is not 
synonymous with hyperinsulinism. (2) Wheth- 
er extensive pancreatic resection should be done 
in instances in which a pancreatic tumor fails of 
demonstration at operation is still debatable, par- 
ticularly in the light of the limitations of differ- 
ential diagnostic criteria just described. The re- 
corded instances of complete and permanent 
success attending subtotal pancreatic resection 
would strongly suggest the virtue of its applica- 
tion. 

Another matter which also requires elucidation 
relates to the biologic character of some of these 
pancreatic tumors. Adenomas may be present in 
the pancreas apparently without causing hypo- 
glycemia ; they may also occur in diabetes. Histo- 
logically, some of them appear to be carcinomas. 
Whether they may, like tumors (mixed tumors) 
in the sister serous gland, the parotid, prove to 
be biologically benign remains to be seen (Case 
2). There are, to be certain, instances of frank 
insulin producing carcinomas of the pancreas 
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which metastasize, such as was first reported by 
Wilder and his associates. 

Three successes attending excision of pancre- 
atic insulogenic tumors causing hypoglycemia are 
here reported. 


Summary and Conclusions 


The diseases of the pancreas demanding the 
intervention of the surgeon are briefly described. 
Conservative management is advocated for acute 
pancreatic necrosis. The criteria upon which the 
lesion may be identified are described. Serous 
cysts of the pancreas may be satisfactorily man- 
aged by marsupialization. There have been no 
instances of persistent fistula attending external 
drainage of such cysts in this clinic. Cystade- 
nomatous tumors of the pancreas should be com- 
pletely excised. The experience of the writer 
with the treatment of hyperinsulinism is review- 
ed and three patients are reported who were 
cured of persistent hypoglycemia by the removal 
of insulogenic tumors. 
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ACUTE SUPPURATIVE OTITIS MEDIA AND MASTOIDITIS* 


Cc. L. OPPEGAARD, M.D., F.A.C.S. 


Crookston, Minnesota 


N bringing to your attention some observa- 
tions upon otitis media and mastoiditis, let 

me emphasize that we are dealing only with the 
acute suppurative types, leaving out of consider- 
ation the acute tubal catarrhs, the acute exacer- 
bations of chronic otitides, and, of course, the 
chronic conditions themselves. By no means 
are these observations wholly original or even 
new, and to many of you they are known and 
commonplace. They have been gleaned from 
the literature, from the class-room, from hear- 
say, and from our own limited experience. Year 
after year we have accepted them at their face 
value, and have treated our patients on that 
acceptance. We thought it might be of inter- 
est to analyze positive observations from the 
standpoint of our own series of cases, and thus 
in the light of that evaluation discover the sta- 
bility of these clinical assertions. In this an- 
alysis, we have used the cases of acute otitis 
media and mastoiditis that have come under our 
observation in the past ten years. 

“The majority of cases develop as a sequence 
to measles, scarlet fever, influenza and colds’”® is 
our first observation taken from the literature. 
In recent years with the diminution in the num- 
ber of and the severity of epidemics of ex- 
anthematous diseases in our community, the 
leading causes of acute otitis media are influenza 
and the common head cold. We have used here 
the term, head cold, to include also acute sinusitis, 
as all authorities practically agree that any severe 
head cold of over five days’ duration has invaded 
the nasal sinuses. Considering the primary 
etiological factors in our series, the percentages 
are as follows: head colds, 56.9 per cent; in- 
fluenza, 31.7 per cent; measles, 6.1 per cent; 
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acute tonsillitis, 1.9 per cent; scarlet fever, 1.46 
per cent; and the miscellaneous causes of 
trauma, nasal pack, and swimming, 1.5 per cent. 


“The predisposing causes are chronic catarrhal 
states of the upper respiratory tract, sinusitis, 
infected tonsils and adenoids and chronic infec- 
tion of Rosenmueller’s fossa.”? There is no 
question that the effect the exciting causes have 
upon an individual is influenced by the local 
conditions present in the nose and throat, to- 
gether with his general condition which we call 
resistance to infection. In evaluating this ob- 
servation, 44 per cent of our patients either had 
had their tonsils and adenoids removed, or their 
tonsils declared negative to infection, while 56 
per cent had infected tonsils and adenoids. 


Dr. M. M. Cullom,? in studying the association 
of sinus disease and middle ear infections, be- 
lieves that tonsils and adenoids are much less im- 
portant than sinusitis as a cause of acute sup- 
purative otitis media. He found that 85 per cent 
of his acute otitides coming to mastoid operation 
had demonstrable sinus infection. Fifty-two per 
cent of the patients in our series had had severe 
head colds or sinusitis and had had the tonsils 
and adenoids removed or had had the tonsils 
classified as normal. This percentage included 
all ages, while in the first two decades of life 
when tonsils and adenoids are more likely to be 
diseased, we found that 44.5 per cent of the 
patients with acute otitis media had sinus in- 
volvement in which the tonsils and adenoids were 
not factors. In view of these findings, the in- 
cidence of sinusitis and its relation to otitis media 
was not influenced to any great extent either 
by the presence or absence of infection in the 
tonsils and adenoids. 


“Cases of acute otitides are most frequent dur- 


MINNESOTA MEDICINE 


ing Jar 
is a pl 
subacul 
brane ‘ 
the pre 
those ¢ 
the ex 
months 
highest 
14.8 p 
per ce 
Januat 
resista 
the “s 
organi 
influer 
acute 
when 
during 
In ow: 
epider 
“Ac 
reduc 
95 pe 
ciden 
dren | 
67.7 | 
had | 
Th 
as to 
tymp 
the c 
proce 
to st 
ation 
readi 
ing | 
woul 
wou 
mor 
does 
wou 
72.4 
this 
tom 
forr 
hav 
was 
om} 
cha: 
was 
disc 


Sep 





icance 


Treat. 
Surg,, 


Ttson, 


16 
of 
‘ent, 
rhal 
itis, 


a 
OTITIS MEDIA AND MASTOIDITIS—OPPEGAARD 


ing January, February, and March when there 
is a prevalence of acute colds engrafted upon 
subacute or chronic catarrh of the mucous mem- 
brane of the nose and throat, and also due to 
the prevalence of exanthematous disease.”* To 
those of us who live in a more northern clime, 
the extension of otitis media into the spring 
months would be expected. In our series, the 
highest number was observed in April with 
148 per cent, and the lowest in June with 2.9 
The higher incidence of cases from 
January to April must be influenced by lowered 
resistance following a long winter, together with 
the “stepping-up” increase in virulence of the 
organisms so characteristic of epidemics. The 
influence epidemics have upon the incidence of 
acute otitis media can be readily appreciated 
when we say that 29.1 per cent of all cases seen 
during the past ten years were observed in 1935. 
In our community at that time we had a definite 
epidemic of both influenza and measles. 
“Adenoidectomy, thoroughly performed, will 
reduce the incidence of otitis media in children 
95 per cent.”® In our series of cases, the in- 
cidence of infected tonsils and adenoids in chil- 
dren fifteen years or under with otitis media was 
67.7 per cent as compared to 32.3 per cent who 
had had their tonsils and adenoids removed. 
The analysis of our cases was carried further 
as to the effects of spontaneous rupture of the 
tympanic membrane and myringotomy had on 
the outcome of the cases. Let me add that the 
procedure of myringotomy is used in preference 
to stab paracentesis. As the purpose of the oper- 
ation is to establish adequate drainage, one can 
readily see that a carefully placed incision involv- 
ing practically a third of the tympanic membrane 
would supply that prerequisite, whereas a stab 
wound the size of a pinhead would not. Further- 
more a curvilinear type of incision, acting as it 
does like a valve, would stay open longer and 
would less likely need repetition. In our series, 
724 per cent had spontaneous rupture, and of 
this number 30.2 per cent required mastoidec- 
tomy, while 27.6 per cent had myringotomy per- 
formed, and of this group, 17.8 per cent had to 
have the operation. Another interesting finding 
was the effect spontaneous rupture and myringot- 
omy had respectively on the duration of the dis- 
charge in those cases in which that information 
was definitely known. The average duration of 
discharge in those with spontaneous rupture was 


per cent. 
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twenty-one days, while in those undergoing 
myringotomy, the average duration was fifteen 
days. 

Besides the general measures employed in the 
treatment of acute otitis media, we have always 
used the dry wick treatment, instructing the at- 
tendants thoroughly in the details of the proce- 
dure. The use of antiseptics locally in the acute 
process does not seem logical. We have a small 
chamber filled with pus under pressure which is 
forcing the discharge through a small opening 
in the tympanic membrane. It is usually just 
large enough to allow the pus to escape, and it 
is hard to conceive how the medication can over- 
come this presurre by gravity alone and get into 
the middle ear. Even if a small amount did get 
in, its effect would be negligible. The prescribing 
of drops to clear an acute case eases the doctor’s 
conscience, and renders the care of the patient 
by the attendants careless, due to the feeling that 
when they have instilled the drops they have 
done everything necessary. 

Roberts* observed that of his cases of acute 
otitis media, the mastoid complications averaged 
only 10 per cent as compared to our 23.6 per 
cent, while only 16 per cent of his patients had 
spontaneous rupture of the membrane compared 
to our 72.4 per cent. He bases his low percentage 
of mastoid complications on the early drainage 
obtained by myringotomy. The variance in our 
figures can be explained, (1) by the belief of 
our people that the care of an ear is a simple 
matter; (2) by the popular opinion that spon- 
taneous rupture is a natural sequence to be 
awaited; (3) by the fact that the local doctor 
is first consulted and rightly so; and (4) by the 
nature of our position as otologist in a clinic, 
we are only consulted when something goes 
wrong. The 23.6 per cent representing the high 
incidence of our mastoid complications can also 
be explained partly at least by the fact that we 
only saw the patients who developed suspicious 
mastoid symptoms, and those with otitis media 
who responded to treatment were not contacted, 
but were allowed to run their course at home. 

“The higher incidence of surgical mastoiditis in 
spontaneous perforation of the drum membrane 
may be due to the fact that the more fulminating 
severe infections usually rupture early, while the 
milder infections less likely to lead to complica- 
tions have time to come to the hospital and be 
opened a day or two after onset.’”* Classifying 
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measles, scarlet fever and influenza as fulminat- 
ing, and I believe rightly so, 84.9 per cent of our 
cases of otitis media caused by these three dis- 
eases ruptured spontaneously, while the milder 
infections as exemplified by head colds, acute 
tonsillitis, and trauma with secondary infection 
showed spontaneous drainage in 70 per cent. 
“We like to believe that early paracentesis pre- 
vents complications, but it is difficult to prove 
accurately.”* In our myringotomized cases over 
the ten-year period, the percentage that devel- 
oped mastoid complications in spite of that pro- 
cedure was only 9 per cent less than those who 
had spontaneous rupture. The one point that is 
definite, however, is that myringotomy does re- 
lieve pain, and, knowing that, many practice early 
incision in all cases. Granting that myringotomy 
has been properly performed, we wonder at times 
if too early incision does not necessitate repeti- 
tion of the procedure. We have been taught to 
incise when bulging is present, and it comes to 
our mind that if there is not sufficient fluid in 
the tympanum to cause bulging, the incision, hav- 
ing no force to keep it open, seals rapidly. If 
the infection continues, we have the recurrence 
of fluid, the renewal of pain, and the necessity 
of another incision. Many times in these early 
cases drainage can be established through the 
eustachian tube, thus relieving the pain. What- 
ever our thoughts on the matter, drainage is a 
definitely accepted surgical principle. The ap- 
plication lies in the surgeon’s judgment. 

As we have mentioned before, the influence 
epidemics have upon the incidence of otitis media 
is also strikingly evident in its effect upon the 
number of surgical mastoids. Of all the mas- 
toidectomies that have been performed by us in 
the past ten years, 46.9 per cent were done in 
1935, a year of influenza and measles. In con- 
trast to the effect myringotomy had in this epi- 
demic of 1935 to that in the other years, we 
find that the number of the myringotomized pa- 
tients who developed surgical mastoiditis was 
20 per cent less in that year as compared to only 
9 per cent less over the whole ten-year period. 
We feel this difference can be partially ex- 
plained by the fact that people in the presence 
of epidemics become more health conscious, and 
thus seek attention earlier. 

“The physician and patient, both aware of the 
proximity of intracranial structures to the mid- 
dle ear spaces, are both inclined to demand early 
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mastoid operation, when pain, fever, and mas. 
toid tenderness of an early otitis media do not 
promptly subside after myringotomy.”? Only in 
rare instances is a mastoidectomy an emergency 
measure. With no signs of intracranial inva- 
sion the decision can be reached with delibera- 
tion, and the late operation is the one of choice 
when the maximum localization by nature has 
taken place. In our series, the average length 
of time from the onset of the otitis media to 
the time of the mastoidectomy was twenty-eight 
days. This certainly does not indicate the need 
for emergency measures. On the contrary, we 
do not mean to encourage surgical procrastina- 
tion either. Excluding those cases in which in- 
tracranial and septicemic symptoms appear early, 
most of our emergency mastoidectomies have 
been in the neglected cases. Practically every 
acute otitis media at its inception has mastoid 
tenderness at least over the antral region, with 
many showing cloudiness of the mastoid by 
x-ray. These findings are due to the swelling 
of the muco-periosteal lining of the mastoid cells 
and do not require operation. In addition to 
the factors already mentioned, the progress of 
the condition from this stage is influenced by 
the pneumatization of the mastoid, complications 
being less frequent in the completely pneuma- 
tized. Many times at operation the explanation 
is evident why that particular patient needed 
operation, namely, the finding of a small antrum 
which could easily be blocked off from the mié- 
dle ear by the infection with the resulting reter- 
tion of discharge in that area and extension into 
the remainder of the mastoid cells. Originally 
there is no barrier that requires force or pres- 
sure to overcome before the infection can travel 
from the middle ear to the antrum, but there is 
a channel, the aditus ad antra, that is always 
open. This explains the antral tenderness that 
appears early in acute otitis media. 

“Some operators apparently believe that a 
mastoidectomy can always cut off every com- 
munication between a tympanic infection and 
the brain if properly timed and skillfully done. 
Direct extension through the mastoid by necro- 
sis, decalcification, and destruction of bone is 
generally accepted as the route to the brain most 
frequently taken by a tympanic infection. This 
is the only route the infection can take that will 
be affected to any great degree by a simple mas- 
toidectomy.”? This process requires time, and in 
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that given time nature can attempt to localize 
the spread, and the surgeon can deliberate as to 
the best time to aid nature to prevent further 
spread. Mastoid surgery will not aid much in 
those cases in which intracranial complications 
are due to the extension by the hematogenous 
route: or by septic emboli from the middle ear. 

The public has been educated to the fact and 
rightly so that an earache and its possible con- 
sequences are dangerous. From the medical 
standpoint, every ear should be considered dan- 
gerous until healed. To many, doctors included, 
an otitis media is not serious as long as the ear 
is discharging. The fallacy lies in the fact that 
it is many times the mastoiditis which has de- 
veloped that is keeping up the discharge. It is 
also commonly believed that otitis media and mas- 
toiditis run to a definite pattern, but in that be- 
lief the neglect of proper treatment for an in- 
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In our treatment we 


dividual case can develop. 
must first consider the possible potential fatal 
consequences in cases of acute suppurative otitis 
media and acute mastoiditis, and then the factor 
of hearing. We know that proper care in child- 
hood is one of the foremost factors in the pre- 


vention of deafness later in life. With these 
two sequelz in mind, we have attempted to pre- 
sent an analysis of a few observations. 
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IMMUNIZATION AGAINST THE COMMON DISEASES OF CHILDHOOD* 


W. BRYANT RICHARDS, B.S., M.B., M.D. 
Saint Cloud, Minnesota 


REAT strides have been made in the 

reduction of the morbidity and mortality 
due to the contagious diseases of childhood. Cer- 
tainly immunization procedures against some of 
the infectious diseases have been the greatest 
factor in this reduction. Through public educa- 
tion, radio talks, newspaper and magazine arti- 
cles, as well as education through the practicing 
physician, public health agencies and clinics, par- 
ents have become cooperative and eager to have 
their children protected. It is our duty not to 
make too extravagant claims for these immuni- 
zations. Therefore, it is well for us to study the 
present status of the procedures commonly used. 


1. Smallpox—We are all familiar with the 
earliest form of immunization: vaccination against 
smallpox and how its use has practically elimi- 
nated the disease. The best age for vaccination 
is between the sixth and twelfth months of life. 
This affords early protection and minimal reac- 
tions. 

The general procedure is to cleanse the skin 
with acetone or ether; in boys, at the point over 
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the insertion of the deltoid muscle of the left 
arm; in girls, the outer aspect of the left thigh. 
A drop of virus is placed on the cleansed area 
and one of the approved technics: multiple punc- 
ture, pressure or scratch, may be used. Multiple 
puncture method claims more takes and smaller 
scar formation. The excess virus is wiped off. 
No covering is necessary until the pustule de- 
velops, when a dressing of sterile gauze is advi- 
sable at all times to keep out water and to pre- 
vent contamination of the pustule. If no pustule 
develops within ten days re-vaccination should 
be performed. A successful reaction gives im- 
munity for from four years to life, but during 
“epidemics revaccination is advisable. There are 
some who advocate the intradermal method, but 
this not in common practice as yet. Rivers,” 
using a cultured virus administered by intrader- 
mal injections, claims safety against contamina- 
tion, no scab or scar formation, and no need for 
protection at the site of treatment. 

2. Diphtheria.— Statistics and experience 
prove that immunization against diphtheria 
should be a routine procedure. About 90 per 
cent of young children are susceptible and need 
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no Schick test, but in older children and adults, a 
preliminary Schick test is advisable to determine 
the need for immunization. 

The logical time for immunization in infants 
is between the ninth and twelfth months of life. 
If given previous to the sixth month the injec- 
tion may be ineffective due to the neutralizing 
action of the antitoxin which has been trans- 
ferred to the child from the immune mother. 


Various preparations, notably toxin-antitoxin, 
ana-toxin, toxoid and alum precipitated toxoid, 
have been used with success. Recent studies have 
proved that 0.5 to 1 c.c. (varying with different 
preparations) one dose alum precipitated toxoid 
give approximately 95 per cent immunity within 
two to six months. 

All children who have been exposed to the in- 
fection and have a positive Schick test should 
be given 1,000 units of diphtheria antitoxin intra- 
muscularly, but care must be taken to see that 
the child is not sensitive to horse serum. 


Some adults and children over eight years of 
age are so sensitive (allergically) to the protein 
of the diphtheria bacillus that the injection of the 
usual dose of the toxoid causes severe local and 
general reactions. This sensitivity can be detect- 
ed with the use of the sensitivity test, which con- 
sists in the intracutaneous injection of 1 c.c. of 
toxoid. If within three days an area of redness 
measuring more than one-half inch in diameter 
develops at the site, it is advisable not to admin- 
ister the usual dose of toxoid for immunization. 
These toxoid-sensitive persons can be immunized 
by giving three subcutaneous injections of the 
toxin-antitoxin, or two or three intracutaneous 
injections of one-tenth the usual dose of alum 
precipitated toxoid at weekly intervals. 

Lowenstein of Vienna’ advocates the percuta- 
neous method, using an ointment which contains 
both toxoid and unfiltered culture of dead diph- 
theria bacilli. The ointment is rubbed into the 
skin. This preparation is not available commer- 
cially in this country, but it will be interesting to 
watch for a possible perfection of the new meth- 
od. If effective amounts of toxoid can be gotten 
into the blood in this manner, the use of the oint- 
ment will be the method of choice. 

Fitzgerald* reports that from 1927 to 1934 
there was a total of 121,000 persons immunized 
in Toronto, and that in 1934 only eighteen cases 
of diphtheria were reported; and from January, 
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1934, to March, 1935, not one death from the 
disease was reported. Following this widespread 
immunization there has been a great decline jn 
the mortality and morbidity from diphtheria, 


However, diphtheria immunization is worth. 
less unless it is checked with a subsequent Schick 
test. While, with the one dose of alum precipi. 
tate, 90 to 95 per cent will be immune, the fiye 
or ten per cent who are not immunized would 
have a false sense of security. Those showing a 
positive reaction to the Schick test six months 
following the immunization should be given ad- 
ditional toxoid until the reaction becomes nega- 
tive. The immunity lasts from six to sixteen 
years.* 


3. Scarlet Fever—Natural immunity to scar- 
let fever is found in about 50 per cent of chil- 
dren and in a somewhat larger percentage in 
adults. Inherited immunity lasts from six to 
eighteen months. Children should be Dick tested 
between the ages of 18 months and two years. 
The Dick test has been accepted by many inves- 
tigators as a reliable index of immunity. A neg- 
ative test assumes the child is immune to scarlet 
fever.® 


W. Heesen and B. Ruckert® in 1936 told of 
their experience with Gabritschewsky toxin, 
which is made up of a culture of hemolytic strep- 
tococci from scarlet fever cases, the preparation 
being treated with formaldehyde and the strep- 
tococci killed. One c.c. contains 500 million dead 
streptococci. For six years they found that one 
c.c. of this toxin intramuscularly gives adequate 
protection against scarlet fever, without any 
complications. They have not obtained similar 
results with any of the other toxins which were 
tried. There are no further reports on the use of 
this toxin. 


To actively immunize against scarlet fever 
25,000 S.T.D. of Dick toxin in 2 c.c. ointment 
has been used by Martner’? with 66 per cent im- 
munity production. Scarlet fever toxoid has also 
been used, but not extensively. The most favor- 
able method consists in the subcutaneous injec- 
tion of five increasing doses of scarlet fever 
streptococcus toxin at weekly intervals, approxi- 
mating 140,000 S.T.D. Koehler™ -states that 
Dick tests on 5,700 children who had received the 
five doses of immunizing toxin gave 93.5 per cent 
negative reactions. The case rate in the com- 
pletely immunized was 2.3 per 1,000, while the 
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rate in the ordinary elementary school population 
was 60 per 1,000. He observed the following re- 
actions: 3 per cent severe systemic, 15 per cent 
moderate systemic, 16 per cent mild systemic, 23 
per cent local, and 43 per cent none. All children 
recovered rapidly and completely from all re- 
actions. 

E. S. Platou’® in a study of medical literature 
reported an annual incidence of 1.65 per 100,000 
among susceptibles inoculated in accordance 
with the recommendations of the Scarlet Fever 
Committee, and 2,317 annual case incidence per 
100,000 in unimmunized control cases. 

Anderson’ reports only seven cases of scarlet 
fever among 1,360 immunized nurses, compared 
with ninety-eight among 667 susceptibles, and 
© that 89 per cent of a group originally negative 
were still negative four years later. These at- 
tack rates indicate clearly that toxin injections 
confer a high level of protection. 

All immunized children should be checked 
| with a subsequent Dick test within one to two 
| years. If the test is still positive, additional toxin 
should be given. 

The Committee on Prophylactic Procedures 
Against Communicable Diseases of the Ameri- 
can Academy of Pediatrics does not recommend 
active immunization by scarlet fever streptococ- 
cus toxins as a public health measure because lo- 
cal and general reactions are frequent and also 
the degree and duration of the immunity have 
not been definitely established. A severe reaction 
can be definitely reduced, or even eliminated, by 
dividing and increasing the number of doses of 
the toxin.2° Parents should be told the possibili- 
ties, and at this time we should not promise too 
much. However, if we can reduce a severe and 
expensive illness, a long isolation in quarantine, 
and produce a lowered incidence of complica- 
tions and sequelae, immunization for scarlet fe- 
ver deserves more extensive use. 

4. Pertussis—Unlike so many of the other 
infectious diseases of childhood, there is no nat- 
ural immunity to whooping cough. 

In 1933 Madsen,’* using vaccine of the State 
Service Institute at Copenhagen, reports the re- 
sults of two epidemics. He found the mortality 
of the vaccinated group one-sixteenth of that of 
the non-vaccinated group. 

Sauer®® reports on five and one-half years’ ex- 
perience with a vaccine prepared from human 
blood, reporting that the patient will require a 
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total dosage of 8 to 12 c.c. It is given in three 
weekly hypodermic injections as follows: 1 c.c. 
in each deltoid region the first week, 1.5 c.c. in 
each triceps region the second, and 1.5 c.c. in 
each biceps region the third week. A transient 
local erythema at the site of injection seems to 
be desirable. It usually disappears within a few 
days. Sauer concludes that if his injections are 
given three months before exposure, 70,000 to 
80,000 million organisms conferred immunity 
against whooping cough; and in a progress re- 
port that has been made on pertussis immuniza- 
tion study in Grand Rapids, Michigan, which in- 
cluded 1,592 children (712 in the test group and 
880 in the control group) there have been sixty- 
seven cases of whooping cough, of which number 
sixty-three occurred among the controls.?° 
Reading”* reports 94 per cent of the children 
immunized with the Sauer method have es- 
caped the disease, so apparently it confers con- 
siderable immunity. It is best to immunize early, 
between the seventh and tenth months of life, as 
it takes four months to develop immunity with 
Sauer’s vaccine. Children exposed without bere- 
fit of immunization or before full development 
of immunity, may be given Krueger’s antigen. 
The experience of Niemans and Aldrich'® with 
this antigen indicates that although the prophy- 
lactic effect is more certain, the antigen apparent- 
ly has a definite effect on modifying and short- 
ening most pertussis infections. This fact is par- 
ticularly true when the antigen is given early in 
the attack or before the onset of the cough. 
Toomy,** very recently, reports the use of per- 
tussis mucoid material injected as a vaccine into 
children ill with the disease. There seemed to be 
a shortening of the length of the attack and a 
decrease in the number of paroxysms and coughs. 
He obtained much better results than with the 
use of the various B. pertussis vaccines. The 
results of further study and experimentation 
with this material should be interesting. How- 
ever, no satisfactory test has yet been devised to 
determine susceptibility or immunity to pertussis. 
5. Measles—There is no method of active 
immunization against measles but the prophy- 
lactic and therapeutic properties of adult blood 
serum and of convalescent serum have been con- 
firmed by various authors. 
Thirty c.c. of normal adult blood or 20 c.c. of 
normal adult serum or 10 c.c. of human blood 
serum from a person recently convalescent from 
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the disease may be used. If injected intramuscu- 
larly within five days after exposure, it may 
protect against the disease. If immunity isn’t 
complete only a mild form of the illness develops. 

Finkelshteyn’ of Russia and McKhann et al*® 
in the United States advocate the use of pla- 
cental extract. This gives results equal to, if not 
better than, convalescent or adult serum. There 
is a commercial product now available for pro- 
phylaxis and treatment called “measles globu- 
lin,” derived from placental extract. 

Eley® of Boston recommeends placental ex- 
tract (immune globulin human) : 


1. To confer an active and lasting immunity 
by allowing strong healthy children to contract 
the disease, but modify its severity and prevent- 
ing complications by administering only one in- 
jection of 2 c.c. of the extract. 

2. To confer a passive immunity in children 
exposed in institutional outbreaks and to children 
who are very young, debilitated, tuberculous, or 
acutely or chronically ill. It is given for a pro- 
tection of several weeks’ duration or until the 
patients are able to withstand a “modified in- 
fection.” Two injections of the extract are giv- 
en, 2 c.c. aS soon as an exposure to measles has 
occurred, and a second dose of 2 c.c. four days 
later. 


6. Poliomyelitis—Kolmer et al’? and Brodie 
and Park® used different preparations of a sus- 
pension of spinal cord from monkeys which had 
received an inoculation with sodium ricinoleated 
virus. Thousands were inoculated and success 
claimed in establishing immunity. 

Leake,?* Medical Director of the United States 
Public Health Service, reported that twelve cases 
of poliomyelitis developed directly as a result of 
Kolmer’s immunizing agent and concluded that 
the facts as presented render the further use of 
poliomyelitis virus for human vaccination unde- 
sirable at the present time. 

Convalescent serum has been of some value in 
producing passive immunity and is therefore an 
aid in the treatment of the disease. 


7. Chickenpox and Mumps.—Convalescent se- 
rum from individuals recently recovered from 
both chickenpox and mumps has been used to 
prevent both of these diseases. Their value is 
not absolutely proven and the indication for such 
use is infrequent due to the mildness of these 
infections. 
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8. Typhoid Fever, Tetanus and Rabies 
These three infections, although rare, may be 
prevented by proper use of available vaccines 

Tetanus toxoid has been developed during the 
past few years and this product bids fair to sup. 
plant the older methods of prophylaxis agains 
tetanus infection. 

Bergey* used a single dose of alum precipi- 
tated toxoid followed by antitoxin, the content of 
which is similar to that of three injections of 
regular toxoid. There is no question but that it 
is an active immunizing agent. It remains to be 
seen to what extent it will receive practical ap- 
plication. 

An effort has been made to review very briefly 
the current status of immunization against the 
common diseases of childhood. Certainly there 
is a group of precise indications for the applica- 
tion of specific agents and no physician has the 
right to withhold from his patients the specific 
protective methods which have been proven safe. 
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ACUTE APPENDICITIS IN CHILDREN UNDER TWELVE YEARS* 


ARTHUR N. COLLINS, A.B., M.D., F.A.C.S. 
Duluth, Minnesota 


N looking back over my experience in sur- 
gery, appendicitis in children, particularly in 
very young children, has afforded a difficult 
problem. To fail in the diagnosis of acute appen- 
dicitis in a child has always been a source of 


anxiety. The counsel of a pediatrist on whom 


one can rely and who is accustomed to dealing 


) with the various conditions in the abdomen in 


eet 


tO: ane 


2 ae 


childhood is not always available. Sometimes 
when such counsel is at hand the diagnosis of 
appendicitis remains puzzling. Sometimes after 
the arrival at a diagnosis of acute appendicitis the 
proper procedure is not clear cut. 

During the past year, therefore, I have made 
a survey of 200 case records of our hospitals in 
an effort to analyze the combined experience of 
our surgeons in Duluth. 

In this series there was but one patient one 


q year old operated upon for acute appendicitis and 


she recovered. There were no cases in the sec- 


| ond year of age, and only two cases at the ages 
| of two and one-half to three years. 
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Seventy-one per cent of these 200 cases oc- 
curred between eight and twelve years of age. 
The curve of incidence (Chart I) rises rapidly 
after the age of six. 

Acute appendicitis may occur at any age from 
the cradle to the grave. While the incidence 
rises markedly after the age of six, the heavy 
incidence of acute cases is in the period of youth 
and adult life, as is well known. An effort will 
be made to analyze the results of various meth- 
ods of treatment in childhood and to obtain some 
idea of the prognosis at different age levels with- 
in the group. 

Appendectomy in these 200 cases was the rule. 
Some cases were seriously complicated with peri- 
tonitis and drainage only was done in fourteen 
such cases, with but one death. In the mortality 
list one case had drainage only. The rest had 
appendectomy and drainage. 

In the matter of diagnosis,—in all cases di- 
agnosed preoperatively as “ruptured” or “gan- 
grenous” or “peritonitis,” the operative findings 


*Presented before the Duluth Surgical Society, December, 
1936, and before the Interurban (Duluth-Superior) Academy 
of Medicine, January, 1937. 
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were confirmatory. Of course, gangrene, per- 
foration, abscess, peritonitis or free pus were 
frequently found at operation when not diag- 
nosed preoperatively. 
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Chart I. 


A gangrenous appendix and signs of peritoni- 
tis were found at operation in 70 per cent of the 
series. 

The leukocyte count is apparently not a guide 
as to seriousness. In forty cases it showed an 
average of 23,000. General averaging in this 
manner, however, gives little information. For 
instance, the maximum white counts in the mor- 
tality list of nine ranged widely from 8,400 to 
41,000. In the group of fourteen cases where 
drainage alone was done, with but one death, the 
white counts were all over 10,000. The differential 
counts in the mortality group gave polymorpho- 
nuclear counts of 72, 79, 81, 84 and 95 per cent. 
The differential counts in the drainage only 
group were all over 80 per cent. Prognosis, ac- 
cording to the Gibson Chart, was worked out on 
five cases in the mortality list where the infor- 
mation was available, and the prognosis was 
wrong in all five. 
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Catharsis during an attack seemed to play no 
informative part in these 200 patients, judging 
by the records of only one death in nine patients 
given cathartics. However, if all the records had 
contained positive or negative statements on this 
point in particular, and especially at what stage 
in the acute attack catharsis was given, some 
definite information might have been obtained. 

Inasmuch as removal of the appendix was the 
rule in these cases, it is interesting to study the 
results in the mortality list as compared to the 
drainage only list a little more fully. 

Of nine patients who died, all but one had 
appendectomy. In the fourteen cases of drain- 
age only and no appendectomy, there was but 
one death. If we consider the time intervals 
from the onset of attack to the time of operation 
in these two sub-groups, we find in the mortality 
list of nine the intervals were: Twenty-four 
hours in three cases; thirty hours in one case and 
an interval of three, four, six, ten and twelve 
days in one case each. In the cases listed as 
drainage only, the interval was over three days 
in every case and most of the intervals were ten 
to fourteen days, which suggests that abscess 
formation was better established and the indica- 
tions for drainage were more definite. 


There were twenty cases of abscess recorded 
(10 per cent of the total group). In nine of 
these twenty cases appendectomy was done; in 
ten, drainage only. One in this group died. 
There is nothing here as a guide to the better 
method of procedure. Current practice is prob- 
ably to remove the appendix if it is easily ac- 
cessible without breaking up limiting adhesions 
and contaminating the uninvolved peritoneum. 

Nine deaths in 200 cases show a mortality rate 
of 4.5 per cent for the whole series. The figures 
change, however, if certain groups are taken 
separately. Seventy-one per cent of these chil- 
dren were eight to twelve years old and the mor- 
tality in this age group was only 1.4 per cent. If, 
however, we consider the fifty-eight cases (29 
per cent of the total) under eight years, we find 
seven deaths, making a mortality of 12.7 per cent. 
Six of these seven deaths were in girls. Appar- 
ently the lesson to be observed is, if the patient 
is a girl under eight and acute appendicitis is 
diagnosed, the greatest conservatism should be 
exercised at operation. 

In the group of fifty cases diagnosed gangren- 
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ous appendicitis, five died, making a mortality oj 
10 per cent. One boy and four girls were the yic. 
tims in this group and they were all under eight 
years of age. The leukocyte counts here wep 
nearly all over 12,000, and 70 per cent of th 
counts were over 15,000. 

In the cases termed “gangrene,” “free pus” 
“peritonitis,” or “not localized” we have the foy 
most dangerous types found at operation. The 
mortality in this group is 9.8 per cent, but, worse 
still, if we take each subgroup separately, the 
mortality rises, namely: free pus cases 18 per 
cent; peritonitis cases 29 per cent; not localized 
cases 66 per cent. 


Complications 


Secondary abscess occurred in several cases, a 
few of which ruptured spontaneously into the 
rectum and others required secondary drainage. 
Two girls, aged 11 and 12, had intestinal worms. 
One of these died with peritonitis and round 
worms as a complicating factor. The other had 
pinworms. 

One girl of twelve who was operated upon and 
recovered had gallstones and a hard pancreas as 
well. A girl of nine developed bilateral suppura- 
tive parotitis, with incision and drainage. One 
girl of twelve, who was operated upon and recov- 
ered, had a suppurative parotitis and also a cul- 
de-sac abscess which was drained through the 
rectum. Several cul-de-sac abscesses were drain- 
ed in this manner. A fecal fistula was present in 
one case. One boy of eleven had an appendiceal 
abscess drained four years preceding his second 
operation for acute appendicitis. 


Summary 


In a review of 200 cases of acute appendicitis 
in children of twelve years or under, the inci- 
dence was found to increase rapidly after the 
age of six, so that, at the age of twelve, it is six 
times that at the age of five or six. 

Acute appendicitis was comparatively rare in 
this group in the first two years of life. 

The time interval between onset of attack and 
operation was longer in the cases where drainage 
only was performed. The indications for simple 
drainage in these cases was more definite. 

There were nine deaths in 200 cases—a mortal- 
ity rate of 4.5 per cent. There was but one 
death in fourteen simple drainage cases. 

The four most dangerous types are those 
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termed “gangrene,” “free pus,” “peritonitis” and 
“not localized” at operation. Here the mortality 
ranges highest of all. 

One conclusion which was reached was that in 
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acute appendicitis in a girl under the age of 
eight the greatest conservatism should be exer- 
cised at operation, inasmuch as seven of the eight 
deaths in this group were in girls. 





POST-INSTITUTIONAL CARE OF THE INSANE 


WALTER P. GARDNER, M.D., F.A.C.P. 
Fergus Falls, Minnesota 


NE of the basic endeavors of the Mental 

Hygiene movement is the promotion of im- 
provement in the care of the insane. I wish to 
emphasize that care of the insane should not 
end with release of the patient from the hospital, 
but should follow through to his readjustment to 
society, complete or partial, as the case may 
turn out to be. Mental hygiene must turn more 
attention to this problem. 

I shall deal briefly with the methods of after- 
care which we attempt to employ at the Fergus 
Falls State Hospital. In order to understand the 
problem we should know the methods by which 
patients may be admitted, may be released and 
may be returned to hospitals for the insane in 
Minnesota. 

A person comes to enter such a hospital in 
most instances by voluntary application or by 
commitment to the custody of the superintendent 
of the institution by the probate court of the 
county in which the insane person resides. Oc- 
casionally individuals who have been committed 
to the custody of the State Board of Control are 
placed in hospitals by the Board. Rarely pa- 
tients are received by transfer from other insti- 
tutions and occasionally from the District Court. 

In order to enter a Minnesota hospital for the 
insane as a voluntary patient, the applicant must 
be a resident of the state, twenty-one or more 
years of age, sane enough to realize the nature 
of the institution and desirous of entering the 
hospital of his own volition, without coercion. 
He must sign an application which states: “TI, 
icoghs , a resident of County of 
believing myself to be afflicted with mental dis- 
ease and desiring to receive treatment therefor, 
apply for admission to the State Hospi- 
tal. I agree to submit myself to the custody of 
the superintendent of said hospital and abide by 
all rules and regulations in force, and in case I 
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desire to leave said hospital, will give written 
notice of my intention so to do to the superin- 
tendent thereof.’ 

The procedure by which a patient enters the 
hospital by commitment is briefly as follows: A 
verified petition is filed in the Probate Court of 
the county in which the patient is then residing, 
praying for an examination of the individual to 
determine as to his sanity. The individual is then 
examined by a board consisting of the Judge of 
Probate and two physicians. His interests are 
safeguarded by the County Attorney. If he is 
found to be insane “.. . one of unsound mind 
other than one who may be properly described 
as only an inebriate or feebleminded person... ”* 
he is committed to the custody of the superin- 
tendent of one of the state hospitals and deliv- 
ered to him by, or under the direction of, the 
sheriff of the county from which he was com- 
mitted. Approximately 88 per cent of admissions 
are by commitment. 

Patients may be released in the following man- 
ners: When a voluntary patient requests his re- 
lease, if his condition warrants it he is discharg- 
ed from the hospital and no longer has any offi- 
cial connection with it. If the patient is too dis- 
ordered mentally, the superintendent or one des- 
ignated by him files a petition in the Probate 
Court of the county in which the institution is 
located praying for a hearing as to the individ- 
ual’s sanity. The Probate Court at the hearing 
either finds the patient sane and discharges him 
or finds him insane and commits him to the cus- 
tody of the superintendent. In the latter case he 
may be released from the hospital only as any 
patient originally admitted by commitment. 

An individual in the hospital under commit- 
ment in insanity may be released, upon the ap- 
proval of the superintendent, to a relative, 
friend, or other responsible person, under parole 


585 

















agreement or bond. The essential specifications 
of both the agreement and the bond are that the 
principal and sureties in the case of the bond, 
and the signee in the case of the agreement, are 
obligated to provide care and safekeeping of the 
patient while on parole and to pay the expense 
of his return to the hospital, if such return be- 
comes necessary during his parole period. Oc- 
casionally patients are released under straight 
parole, namely, to themselves. Again, very rarely 
a patient is released through district court pro- 
ceedings, in which case he is discharged from the 
books of the hospital. Almost all patients who 
are released are paroled under agreement or 
bond. The parole period usually runs at least one 
year. It may be renewed or the patient may be 
discharged from the books of the hospital upon 
authority of the State Board of Control. Some 
patients leave the hospital by escape. 

While an individual is on parole or escape, he 
may be returned to the hospital at any time with- 
out either further process of law or willingness 
on his part, if his mental status warrants such 
return. Once a patient is discharged from the 
hospital, either by the superintendent in the case 
of voluntary patients or by the Board of Con- 
trol following parole or escape, he can re-enter 
the hospital only under the conditions and meth- 
ods outlined above for original admissions. 

As I have emphasized elsewhere,’ before in- 
telligent institutional care can be instituted we 
must know: (1) what the patient was like be- 
fore he developed his mental disorder; (2) what 
happened to him physically and psychically ; and 
(3) the patient as he is when he presents him- 
self at the hospital. In directing intelligent post- 
institutional care, in addition to these things we 
must know what the patient is like when he 
leaves the hospital and the nature of the environ- 
ment which he is to enter. It is essential to real- 
ize that in each case we are dealing with an indi- 
vidual of a given native endowment reacting to 
experiences of life specific for that individual. 
The importance of environment as part of ex- 
perience can not be too highly stressed, both in 
regard to the part it plays in the development of 
the disorder and in the after-care. Truly one can 
not separate the individual from his environment. 

It seems to me that under the present condi- 
tions the essential direction of the post-institu- 
tional care of the insane must in a large measure 
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workers under direction of its resident medical 
personnel. However, it is essential to have the 
cooperation of the general practitioners and psy- 
chiatrists in private practice if the best results 
are to be obtained in the treatment of these in. 
dividuals. Although the supervision rests ulti- 
mately with the hospital staff, the psychiatric 
social worker and the physician in the field are 
the two most important direct forces in the 
after-care. 

As has been outlined by Crutcher,? this part 
of the psychiatric social worker’s duty may be 
divided into two phases—pre-parole period and 
the parole period. The psychiatrist directs the 
treatment of the patient. He makes the diagno- 
sis, gives his impression of the prognosis and in- 
terprets the patient’s personality before onset of 
the illness, his progress toward recovery, his con- 
dition on release, and his needs to his family and 
to the social worker. The latter during the pa- 
tient’s stay in the hospital is expected to gain a 
working understanding of these matters, as well 
as knowledge of the patient’s general home situ- 
ation and his community. She has established a 
working contact with the family, the agencies in 
the community, and other forces such as the local 
medical advisor. She works with these individ- 
uals and groups in building up in as far as is 
possible an environment which will meet the pa- 
tient’s needs as outlined by the psychiatrist. 

In the period immediately preceding parole, 
the social worker should, if necessary, make fur- 
ther investigation into the home situation before 
release of the patient. She should investigate the 
attitude of the family toward the patient and 
attempt to improve it if faulty, considering each 
member of the immediate home unit individually 
and the group as a whole. It may be best for 
one or more individuals to live elsewhere if the 
patient is to have a reasonable chance of adjust- 
ing upon returning to his former environment. 
Again “home” may not be the proper place for 
him upon leaving the hospital. The physical con- 
dition of his residence must also be adequate. 
Opportunities for employment, if such is advisa- 
ble for the convalescent, should be considered. 
Is it available at all, and, if so, is it the type suit- 
able for the given patient? Occupational therapy 
in the form of employment or in other forms is 
essential to success in after-care. Idleness pro- 
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vides opportunity for brooding and must be 
avoided. The social worker should carefully es- 
timate the reaction of the family and community 
agencies to supervision of the patient. The fam- 
ily should not resent supervision of the released 
person and should be led, if possible, to under- 
stand the attitude of the hospital in the follow-up 
of its patients. The relatives should be informed 
of the value of the local agencies and the physi- 
cian in the field in helping their own relative to 
re-establish his place in society. After the psy- 
chiatrist and social worker have reviewed and 
discussed these various factors, they must deter- 
mine as to the advisability of the return of the 
patient to that given environment. The home 
may have changed vastly for the better as a 
rule, but occasionally for the worse, since he left 
it. If it is not suitable for the individual, other 
arrangements for his parole must be made. In 
this event the same type of investigation is made, 
and what appears to be the most suitable envi- 
ronment obtainable is selected, and the patient 
paroled. 

Whenever possible and practicable, the com- 
munity agencies when they are contacting the in- 
dividual’s family, should be made aware of the 
impending return of the patient to his home, as 
they must include him in their plans for that 
family. They may be able to provide work for 
him on a relief project, or, if he cannot work, 
they provide him with direct relief. The rapport 
established with the community agencies and 
physician in the field during the early contact 
with the patient, and during the pre-parole pe- 
riod, should be maintained. The most important 
work of the psychiatric social worker in the pa- 
role period is the follow-up visits or supervision. 
Except in unusual instances a “home” visit is 
made shortly after the patient’s release from 
the hospital. This early parole visit has several 
objectives. The hospital becomes informed as to 
the patient’s early adjustment and the attitude of 
the family toward him and the hospital as it ac- 
tually is after his return from institutional care. 
More important than this, however, is the fact 
the patient usually realizes that he has not been 
forsaken by the hospital, the persons who aided 
him in his improvement or recovery. Someone 
who understands him is interested in him and 
wishes to help him to interpret him to his family 
and others in the community. The family should 
be informed that the hospital is always ready and 
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willing to help them with their problems and to 
assist the family physician in his dealings with 
the patient. 

As I have indicated, to obtain the best results 
in the post-institutional care of the insane there 
must be codperation between the hospital and 
the physician in the field. It is not always neces- 
sary to be a psychiatrist to aid these persons. 
However, the general practitioner must assume 
the proper attitude toward these individuals. As 
a general rule, when the patient leaves the hospi- 
tal, he is considered as improved or recovered, 
not as “insane.” It is hard enough for him to 
bear the attitude of many lay people in his en- 
vironment that he is someone to be watched ei- 
ther with amusement or fear without being con- 
fronted with a similar attitude upon the part of 
his physician. Start with the attitude that the 
patient has the same right to your consideration as 
he would have had had he never been in an insti- 
tution. Make him feel that he is welcome in your 
office to the same degree other patients are, nei- 
ther more so nor less so. C. Macfie Campbell* 
has aptly said, “The general practitioner’s atti- 
tude toward his patient and mental cases should 
be the attitude of the medical man to his patient, 
neither more nor less. The physician who sees 
in his patient an individual in need of help, 
whose distress or incapacity he is called upon to 
relieve by his technical skill or advice, need adopt 
no special attitude toward him because he hap- 
pens to be classified as nervous or mental. He 
will deal with the patient’s symptoms as a bio- 
logical problem requiring a study of the patient’s 
adaptation to his environment.” There is un- 
questionably a need for a better knowledge of 
clinical psychiatry among physicians whose work 
is not primarily psychiatry. The meaning of the 
commoner terms should be understood. A simple 
workable classification should be acquired and a 
knowledge of the chief characteristics of each 
group mastered. With this equipment a physi- 
cian consulted by a former patient of an institu- 
tion for the insane can readily inquire of that 
hospital as to the nature of the individual’s dis- 
order and their suggestions as to his treatment. 
Far too seldom do we receive requests for the 
information of this type. The physician in the 
field should be on the lookout for the return of 
symptoms in order that early treatment may be 
instituted. Information should be obtained from 
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the hospital as to the patient’s personality and as 
to his needs. 

Two types of individuals bear special watch- 
ing, the depressed and the paranoid. All cases 
of depression are potentially suicidal. It is often 
difficult to convince the family of a moderately 
depressed individual that he may very likely 
commit suicide. Every effort must be made in 
this direction. However, it is not wise to allow 
the patient to feel that he is being constantly 
watched and protected from himself, as this in 
itself heightens the probability of his taking his 
life. If strict watching becomes necessary, it is 
best to place the patient in a psychopathic hos- 
pital. 

The paranoid patient, whose persecutory ideas 
are directed toward one or a few individuals, 
relatively accessible to him, should be closely 
observed. Such paranoid persons are more po- 
tentially dangerous than those who feel they are 
being persecuted by large groups, such as secret 
societies, political parties, religious sects and the 
like. Those who harbor grudges against individ- 
uals beyond their reach likewise are not as much 
to be feared. Do not try to argue these patients 
out of their delusions—it cannot be done. Often 
ill will toward the physician results, which obvi- 
ates any probability of his being of further aid 
to the patient. A nicety of judgment is required 
in determining the point at which to advise re- 
turn to the hospital if such becomes necessary. 
Care in the hands of a psychiatrist in private 
practice may be feasible in some instances, par- 
ticularly if the patient has been discharged from 
the books of the hospital, or the patient strongly 
prejudiced against the hospital. A patient’s re- 
turn to the institution should not be required for 
any slight unfavorable change, nor should it be 
delayed to a point where he is again gravely dis- 
ordered. The following symptoms, when mani- 
fested, make return to the hospital imperative, 
and delay in so doing hard to justify: homicidal 
tendencies, suicidal attempts, moderate to mark- 
ed depression, failure to eat or to take sufficient 
liquids, marked psychomotor hyperactivity, vio- 
lence and combativeness, destructiveness, and 
wandering away from place of residence. 

Subsequent visits are made by the social work- 
er or parole agent during the parole period. An 
attempt is made to visit each patient on parole 
three or four times a year. This is not always 
practicable in our cases because of the extent and 
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nature of the territory covered and because of 
climatic conditions. Some are visited more fre. 
quently than others because of accessibility or of 
actual need for more assistance. As noted before, 
as a rule the parole period runs for at least one 
year. A report is made by the social worker to 
the medical officers of the institution after each 
visit, stating whenever possible the patient’s own 
opinion of his progress, what his relatives think 
of his condition and the worker’s interpretation 
of his mental and physical status. If his progress 
is satisfactory during and at the end of one year, 
he is usually recommended by the hospital for 
discharge from its books. Except in special in- 
stances, discharge is then authorized by the 
Board of Control. 

If progress is unfavorable, the hospital may 
demand the return of the patient in accordance 
with the terms of the parole agreement or bond, 
or the parole period may be extended. Likewise 
the relatives, upon advice of the parole agent, the 
physician in the field, or upon their own judg- 
ment, may return the patient at any time while 
on parole. 

Few detailed studies of the after-histories of 
patients released from institutions for the insane 
seem to have been published. Through codpera- 
tion with the psychiatric social service depart- 
ment, I am now pursuing an investigation of this 
type covering a significant number of our cases. 
The results will be reported in the future. 

The following figures represent a rough esti- 
mate of the success of patients who were re- 
leased or who escaped from the Fergus Falls 
State Hospital during the period from January 1, 
1930, to December 31, 1931. Excluded from con- 
sideration are patients deported, transferred to 
other institutions, paroled for short visits and 
those who were known to have died from any 
cause within one year after leaving the institu- 
tion. Allowing for these exclusions, 843 persons 
were paroled or escaped from our institution 
during this period. In the calendar year of 1930, 
of the 425 patients considered, 266, or 62.6 per 
cent, have since been returned to the institution. 
Some of these died later, some are still under 
hospital care, others have been reparoled. The 
survey shows that 159, or 37.4 per cent, never 
returned to the institution. Similarly, of 428 
leaving during 1931, the returns number 285, or 
66.6 per cent, and those who did not re-enter our 
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two year period, of a total of 843 releases (pa- 
roles and escapes), 541, or 64.2 per cent, were 
returned to our hospital, and 302, or 35.8 per 
cent, did not again enter the Fergus Falls State 
Hospital. 

Because of lack of time for satisfactory inves- 
tigation, these figures have not been corrected for 
possible subsequent readmission to other insti- 
tutions, nor do they indicate degree of adjust- 
ment to society. 

It is true that our post-institutional care of the 
insane has improved since the date of release of 
the group of patients considered above, but it is 
obvious that there is still room for vast improve- 


1. Campbell, C. Macfie: 


3. Gardner, 


ment. This improvement must come as a part of 
mental hygiene directed by the resident personnel 
of the institutions and carried out by its psychi- 
atric social workers or parole agents and the 
agencies and physicians in the field. 
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i es the doctor in general practice who wants 
to advise and to treat his hernia patients in 
the best way possible, a study of the recent 
literature on hernia speaks something of a Babel 
of confusing tongues. The kettle, known as the 
operative treatment, and the pot, known as the 
injection treatment, have been inclined to call 
each other black. Until six or seven years ago 
it seemed that the question of hernia was about 
settled except for a discussion of details of 
operative technic. During the last few years, 
however, the injection treatment, which has been 
advocated sporadically for more than one hun- 
dred years, is again clamoring for recognition 
and during the last four or five years most of 
the papers published on the subject have dealt 
with the injection method. As is usual with 
controversial subjects the advocates of each 
method are inclined to stress the advantages of 
their type of treatment and the disadvantages 
of the other type. In this case I believe that we 
have two types of treatment that are definitely 
useful and effective when properly used. I 
shall attempt to discuss the subject from the 
standpoint of a man in general practice who 
cannot claim to be an authority on either method 
but who has tried to acquire some experience and 
familiarity with both. 





*Read before the annual meeting of the Minnesota State 
Medical Association, St. Paul, Minnesota, May 4, 1937 


SEPTEMBER, 1937 


It must be conceded at the outset that if any 
one method of treatment produced very nearly 
100 per cent of cures and was without mortality 
or serious complications then that method would 
deserve very little challenge from any other. 
Surgery has failed to reach this high plane and 
the injection method, I believe, is deserving of a 
sympathetic opportunity to prove itself under 
the test of time. 

It has been variously computed that there are 
from two and a half to six million people in the 
United States with hernias, and as more than 90 
per cent of these are of the inguinal variety I 
shall confine this discussion to the treatment of 
inguinal hernia. Technical procedures, both 
operative and injection, have been adequately 
described by those well qualified to do so. I 

shall attempt to discuss the subject from the gen- 
eral standpoint of consideration for the best in- 
terests of the patient, having in mind four fac- 
tors: (1) mortality; (2) complications; (3) re- 
currence; and (4) the economic factor of ex- 
pense. 

Before considering either the operative or in- 
jection method one might ask himself how many 
of these three or four million hernias need treat- 
ment of any kind other than a well-fitting truss. 
Certainly one-half or more get no other treat- 
ment than a truss, and that often a very poorly 
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fitting one. Authorities seem to agree that direct 
hernias, which comprise 8 or 9 per cent of the 
total, usually cause very little trouble and would 
be well controlled with a properly fitting truss. 
It is this group that is hard to cure and to keep 
cured by any method. Andrews and Bissel* 
conclude that, since direct hernias seldom cause 


pain and carry slight risk of strangulation or of time elapsing since the date of operation is 
increase in size, they should usually not be not always considered. I think that a fair fig- 
operated on, particularly as the results of surgery ure on cases reported would be 10 per cent re- 
are appallingly bad. Many advocates of the currence in the indirect type and 25 per cent in 
injection treatment admit that direct hernias the direct. Some excellent men have reported 
are harder to close and recur more frequently much lower percentages than this and some 
than indirect. I think we must admit that the equally excellent men have reported much higher 
fitting of trusses is poorly done and that if doc- figures. 
tors themselves would give more study and 
attention to this problem many hernias could in the direct type, that more attention to details 
be satisfactorily controlled. A great many peo- in surgical technic might have prevented recur- 
ple will elect no other type of treatment and rence. The conventional Bassini operation with 
if they are to wear trusses at all they should four or five interrupted catgut sutures pulling 
wear ones which are properly fitted. the conjoined tendon and internal oblique down 
What then of the operative treatment of in- to Poupart’s ligament evidently is not enough in 
guinal hernias, having in mind the four criteria these cases. The use of living fascial sutures 
mentioned ? taken from the thigh undoubtedly results in a 
1. Mortality—We know that herniotomy is higher percentage of cures but this complicates 
looked upon as the simplest of all so-called major the operation considerably for the average oper- 
operations. Every doctor who completes his in- ator. Coley" has said that after careful study of 
ternship feels qualified to “fix a hernia” as his the results in 1,200 fascial suture operations the 
first operation. Undoubtedly surgical results results were far from expectations and during 
would be better if all hernias were operated on the last couple of years he has been using them 
by skilled surgeons in the finest hospitals but less frequently. Silk sutures which were once 
this is a millennium which will probably not be tabooed are being used again with reports of 
reached. Even the most skilled surgeons will fewer recurrences. Seelig,™’ in about 1923, con- 
admit that the operation for hernia carries some cluded that muscle would not permanently unite 
risk to life, though it may be small compared to fascia but Koontz,’ in 1926, showed that it 
to some other operations. Mortality in large se- would unite through the fibrous components of 
ries of strangulated cases has been reported the muscle if held in contact long enough. This, 
around 15 per cent, but this cannot be compared it is contended, the buried silk sutures will do 
with the injection method, which of course would when catgut will not. Shambaugh’ in a recent 
not be suitable for strangulated hernia. Non- study of 2,360 cases has found that suppurative 
strangulated cases have been reported in large infections occurred just twice as often with cat- 
series with a mortality of 1 per cent and less, gut as with silk and minor wound complications 
but I believe that in general work it would be (hematomas and accumulations of serum) eight 
somewhat more than 1 per cent. times as often with catgut as with silk. 
pa Complications.—This includes the various I think it is reasonable to believe that if fascial 
sequelae of anesthesia and operation, such as ‘trips taken from another part of the body are 
bronchitis, pneumonia, phlebitis, embolism, uri- useful then we should make more use of the 
nary retention and its consequences, infection of fascia which is present in the inguinal region. 
wounds and atrophy of the testicle. Foss and A careful fascia to fascia imbrication with catgut 
Hicken* in 778 cases report about 10 per cent of or silk or both would probably lessen the num- 
complications. O’Shea,?® reporting 1,016 cases, ber of recurrences. 
found 5.4 per cent of wound infections with a 
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considerably higher rate when living fascial sy. 
tures were used. He reports atrophy of the 
testicle in only one case. 

3. Recurrence——Here the figures vary great. 
ly and often the cases are not separated into 
direct and indirect so it is hard to make com- 
parisons from various reports. Also the factor 


It is in these cases that recur, and especially 


Some difficult cases would 
require a modified technic such as the Halsted or 
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Bloodgood, or the fascial flap as lately described 
by Wangensteen.** These are procedures with 
which doctors who operate for hernia should 
become more familiar. 

4. Economic Considerations. — Operation 
means at least two weeks of hospital expense, 
a surgical fee, absence from work on even a 
white collar job for one month, and with heavier 
types of work for at least two or three months. 
This means an outlay of from four to seven 
hundred dollars in the average case. That in 
itself is no serious argument against surgery 
if the results are good and if the same result 
cannot be accomplished in any safer or more 
economical way. 


Injection Method 


What of the injection method, having the 
same criteria in mind, namely mortality, com- 
plications, recurrence, and economic factors? 
Any procedure which involves repeated deep 
punctures with a needle through tissues of vary- 
ing thickness and resistance and injection of ir- 
ritating fluid near important structures like blood 
vessels, nerves and peritoneum could hardly be 
expected to be entirely without danger to life nor 
entirely free from unpleasant sequele. It goes 
without saying that no one should attempt it on 
a patient without looking into the matter care- 
fully and observing and learning the technic. 
There are certain absolute contraindications, the 
main ones being strangulated and incarcerated 
hernias, for no hernia which cannot be complete- 
ly reduced and held that way by a truss is suit- 
able for injection. Other contraindications vary 
with different authors, as syphilis, diabetes and 
general constitutional conditions which might 
preclude treatment of any kind not absolutely 
essential. 

1. Mortality—Series of cases totalling many 
thousands have been reported without mortality. 
In the earlier days with more irritating solutions 
there may have occasionally been a fatal compli- 
cation of some kind but I have been unable to 
find any mortality in the series of cases re- 
ported during the last few years, except one case? 
in which an excessive dose of thuja solution 
had resulted in perforation of the ileum with 
resultant peritonitis and death. Mayer® reported 
3,000 cases and Pina Maestra 15,000 cases with 
no mortality. Bratrud,? Rice, McKinnon and 
Larson in our own state and many others from 


SEPTEMBER, 1937 


various parts of the country have reported series 
of cases totalling many thousands with no deaths. 
I believe it is fair to say that this method is 
practically free of mortality. 


2. Complications——Mayer® and Pina Maestra 
have reported their large series of cases with no 
serious complications. Swelling of the cord, 
hydrocele of the cord, numbness or temporary 
parlysis in the thigh occasionally occurred. Mc- 
Millan and Cunningham® in 4 per cent of their 
cases had some transient swelling in the cord 
and tenderness in the testicle. Reactions oc- 
casionally occurred from injection into the peri- 
toneal cavity, severe abdominal pain, some shock 
and good recovery in every case in less than an 
hour. They report no atrophy of the testicle 
which had not existed previous to injection but 
found that 8 per cent of their cases had some 
atrophy of the testicle before any injections were 
given. Tenderness in the cord and an occasional 
hydrocele of the cord are the main complications 
reported by most authors. A few cases have 
been reported of some sloughing due to the 
fluid being improperly injected into fatty tis- 
sues. Even those who have used the method and 
given it up have not claimed any serious or 
frequent complications. 

3. Recurrence——tThis, I believe, is the crux 
of the whole question of the injection method. 
It has been sufficiently shown that when properly 
done the mortality is practically nothing and the 
complications slight. If a hernia is to be cured 
by the injection method fibroplastic tissue must 
be produced in the proper places and if the 
hernia is not to recur that fibroplastic tissue must 
stay there and not be absorbed. All who have 
worked on the problem seem to agree that fibro- 
plastic tissue is produced but all do not agree 
upon its permanency. Kelly,® after reporting 
some experimental work in dogs, indicating that 
while fibroplastic tissue was formed it later 
largely absorbed, says, “My clinical experience 
covers 525 injections in twenty-five different 
cases, which gives an average of twenty-one in- 
jections per case. As yet we are not sure we 
have cured anyone. I am satisfied that we can 
produce fibroplastic tissue in such an amount 
that it would cure a large number of hernias if 
it would be maintained. But as yet we have not 
been able to maintain it. I believe that there is 
a chance of our finding some solution or solu- 
tions that will produce and maintain the fibro- 
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plastic tissue necessary for a cure. I do not 
believe that such solution or solutions have been 
found yet.” Coley,’ at the Hospital for Ruptured 
and Crippled in New York, after using the in- 
jection treatment on sixty-six patients with 
ninety-two hernias, agrees with Kelly and has 
stopped using it for the present at least. 

On the other hand the large majority of the 
reports that are published, including Bratrud,? 
Rice, McKinnon, and Larson in our own State, 
and many others in various parts of this and 
other countries, indicate a high percentage of 
cures and a recurrence rate of not more than 10 
per cent and in many series much less than this. 
The point is made by advocates of the injection 
treatment that the patients should be reéxamined 
from time to time for several years so that if 
at any time there is evidence of recurrence a 
few more injections can be given, a procedure 
much simpler than operation for recurrence. 
Undoubtedly failures occur with the injection 
method due to insufficient treatment or to failure 
of the patient to strictly follow directions as to 
wearing a properly fitting truss at all times dur- 
ing the progress of the treatment. But the 
large number of favorable reports have been 
made by men of large experience in this work 
who made every effort to have every point in 
the technic properly carried out and so many 
thousands of cases have now been reported by 
so many workers that we are inclined to be- 
lieve that this method is here to stay unless the 
march of time proves that the fibroplastic tissue 
cannot be maintained. 

It has been conceded by nearly every one, and 
my own limited experience bears it out, that 
after four or five injections the patient is able 
to wear the truss much easier, the hernia is re- 
tained, the patient is more comfortable and I 
believe that if this alone is accomplished it is 
well worth while in a large number of older 
people who may not be doing heavy work any- 
way, and who may be willing to wear a truss 
rather than to submit to anything more radical. 
I do not believe enough time has elapsed since 
the bulk of the work in this country has been 
done for anyone to be too sure how permanent 
the results may be, but there is every reason to 
believe at this time that a great many hernias will 
be cured by it. 


4. Economic Considerations —The injections 
can be given in the doctor’s office with very lit- 
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tle loss of time to the patient. As he has 
hospital expense, and can continue with his 
work there is a great saving in the cost. An 
excellent truss should not cost more than five « 
six dollars. Two or three dollars’ worth of jp. 
jecting fluid constitutes most of the docter’s 
extra-expense in the case, and the fee may well 
be no more and probably something less than 
the usual surgical fee would be. 


Conclusions 


1. Many hernias, particularly of the direct 
type, require nothing more than a properly fit- 
ting truss. 

2. The treatment of strangulated and incar- 
cerated hernias is strictly surgical. 

3. More careful operative technic, with the 
use of buried silk sutures, or living fascial strips 
in the more difficult cases, and a more careful 
fascia-to-fascia imbrication, would result in a 
higher percentage of permanent cures. 


4. For 80 per cent or more of inguinal hernias, 
the injection method should be suitable for trial, 
for there is reason to believe it will cure a large 
percentage, and alleviate a lot more. The injec- 
tion method eliminates surgical complications 
and is a great deal less expensive for the patient. 

5. Time alone will tell whether or not the 
injection method will be as useful as it now 
appears to be. 
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TREATMENT OF BLADDER TUMORS* 





PHILIP F. DONOHUE, M.D., F.A.C.S. 
Saint Paul, Minnesota 


HE hopeless feeling of the past toward the 

treatment of tumors of the bladder has given 
way to a well founded optimism for the future. 
This new enthusiasm is based upon the reports 
of treated cases showing a steady improve- 
ment in results. Most impressive are the re- 
ported cures of cases with tumors of the more 
malignant type. Equally encouraging are the re- 
sults not infrequently obtainable in advanced 
cases with extensive tumors. Many of these 
case were formerly considered utterly hopeless 
and doomed to morphinism for the relief of 
pain. Control of the growth is now possible of 
accomplishment, with the prospect of a few more 
years of life in comfort. Such results are ob- 
tained because of a better understanding of the 
pathology of bladder tumors leading to the de- 
velopment of more effective methods of treat- 
ment. Far better results can and should be ob- 
tained. It is the purpose of this paper to arouse 
the members of the medical profession and 
through them the public to the possibilities of 
this disease, to the end that cases may be seen 
soon after the appearance of the first symptoms, 
when the tumor is often amenable to successful 
eradication. 

Further improvement in results in the treat- 
ment of the malignant tumors will be achieved 
when diagnosis is more often made while the 
condition is in an early stage. Unfortunately, 
there is no typical clinical picture of the disease. 
First suspicion of the presence of tumor may be 
aroused by the appearance of hematuria or of 
some degree of bladder irritation. Hematuria, a 
striking manifestation, is generally recognized as 
a possible indication of neoplastic disease. Its 
occurrence is frequently sufficient to alarm both 
patient and physician, cystoscopy is performed, 
and the growth is discovered. Much less appre- 
ciated is the possibility that bladder tumor may 
be the underlying cause of persistent bladder 
irritation. If patients with this condition are to 
have treatment during early stages, the impor- 
tance of prompt cystoscopy should be repeatedly 





*Read at the annual meeting of the Minnesota State Medical 
Association, Saint Paul, Minnesota, May 3 37. 
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emphasized, not only for hematuria, but also in 
cases of unexplained cystitis or pyuria not re- 
sponding to treatment. 

The majority of bladder tumors are epithelial 
and originate from the mucous membrane of the 





Fig. 1. 


Benign papilloma (schematic). 


bladder. Statistical studies indicate that these 
tumors make up more than 90 per cent of all 
bladder neoplasms. Other forms, originating 
from connective tissue or muscle tissue, are ex- 
tremely rare and are not under consideration in 
this paper. Epithelial tumors, from the clinical 
standpoint, may be classified as either superficial 
or infiltrating. 


CLASSIFICATION OF EPITHELIAL TUMORS OF THE 
BLADDER 


I. Superficial tumors. 
1. Benign papilloma. 
2. Multiple papillomatosis. 
3. Malignant papilloma. 


Il. Infiltrating tumors. 
1. Papillary carcinoma. 
2. Infiltrating carcinoma. 


Superficial Tumors 


The most common superficial tumor is the be- 
nign papilloma. It appears as a villous growth 
attached to the bladder wall by a pedicle (Fig. 1). 
Microscopically there is a connective stalk cov- 
ered by several layers of epithelial cells. The 
cystoscopic picture is unmistakable, and the tu- 
mor is readily destroyed by cystoscopic electro- 
fulguration (Fig. 2). When the tumor is large 
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it may be removed at one sitting by use of a 
wire snare or the prostatic resectoscope. Trans- 
urethral methods occasionally fail when the tu- 
mor is anterior and immediately adjacent to the 
vesical neck and electrofulguration through a 











Fig. 2. Cystoscopic electrofulguration of papilloma 
of bladder. 





. Extensive papillomatosis of the 
Condition caused 


Fig. 3 
bladder (from Watson). 
retention of urine, leading to infection and 
death from uremia. 


suprapubic opening is required. Irrespective of 
the method of treatment employed, recurrence is 
not unusual and follow-up cystoscopic examina- 
tions should be advised in all cases. Occasionally 
the tumors are sufficiently numerous so as to en- 
tirely cover the bladder mucosa, the condition of 
multiple papillomatosis or fur-lined bladder (Fig. 
3). This type of superficial tumor is clinically 
important because of the great difficulty in treat- 
ment. Electrofulguration may be tried and also 
radium and deep x-ray therapy, but these meth- 
ods are often either completely ineffective or are 
followed by recurrence. Eventually there is in- 
fection of the bladder and kidney, leading to 
marked inflammatory changes and, ultimately, 
kidney insufficiency. Such a termination may be 
avoided by complete removal of the bladder and 
this should be performed without delay in cases 
that do not respond to the less radical measures. 
A rather rare form of superficial tumor is the 
malignant papilloma (Fig. 4). At cystoscopy 
it differs very little from the benign growth. On 
microscopic examination there is evidence of 
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low grade malignancy involving the Papillary 
portions of the tumor with no infiltration of the 
base. It is destroyed by electrofulguration. Fo}. 
lowing destruction of the growth there may be 
a persisting ulcer of the bladder and the possi. 





Fig. 4. 
nant degeneration of a 
of tumor benign. Bladder wall normal. 


Malignant papilloma (schematic). Malig 


rtion of papille. Remainder 


bility of malignant infiltration of the bladder is 
at once suggested. Biopsy of the tissue removed 
from the edge of the ulcer will settle the question 
of malignancy. Even in the absence of infiltra- 
tion, it is advisable in all cases with this type of 
tumor to supplement electrofulguration with im- 
plantation of radon seeds into the coagulated 
pedicle. 


Infiltrating Tumors 


The infiltrating tumors are divided into two 
groups according to their gross pathology. 
First, the tumors in which there is both papillary 
projection and infiltration. In the second group, 
the growths are characterized by infiltration, and 
there is little or no projection of tumor tissue. 
Histologically, these tumors are similar. Early 
cases of papillary carcinoma show infiltration of 
the papillary fronds which extend to the base 
and the bladder wall (Fig. 5). Growth of the 
tumor is by extension along the bladder wall, 
with involvement of the submucosa and muscu- 
laris. Infection of the papillary masses is inev- 
itable, and there is interference with the blood 
supply. Large sloughs occur and are gradually 
passed away during voiding. The result is wide 
ulceration of the bladder surface. In some cases 
the ulcer is covered by incrustations of urinary 
salts. At this stage there is little or no papillary 
tissue, and the tumor is termed infiltrating carci- 
noma (Fig. 6). More typically belonging to the 
group of infiltrating carcinomata are tumors with 
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no intravesical projection at any time. Such 
growths are invasive from the first and eventual- 
ly lead to great thickening of the bladder wall. 
Ulceration of the mucosa may be slight and oc- 
cur only after the tumor has involved a consider- 
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Fig. 5. Semi- 


Papillary carcinoma (schematic). 
solid papillary mass. Areas of necrosis and edema of 
adjacent bladder mucosa. Infiltration of bladder wall. 


able portion of the underlying submucosa and 
muscularis. In far advanced cases, there is 
marked thickening and fixation of a considerable 
portion of the bladder wall and extension of the 
growth to the extravesical tissue. Infiltration of 
one or both ureteral orifices may occur, leading 
to hydronephrosis, and, ultimately, kidney in- 
sufficiency. 

While all infiltrating tumors eventually under- 
go metastasis, the occurrence is rather late in 
the tumors belonging to the papillary carcinoma 
group. In tumors that are invasive from the 
first, there may be comparatively early dissemi- 
nation of the growth throughout the body. From 
a study of the clinical course, it becomes appar- 
ent that many of the cases reach a fatal outcome 
before metastasis has occurred. Infection is fre- 
quently the factor responsible, and, once estab- 
lished, may lead to extravesical as well as to 
intravesical inflammation, pyelonephritis, pyo- 
nephrosis, and even sepsis and death. In a series 
of ninety-eight cases coming to postmortem, 
studied by Colston and Leadbetter, these men 
found obstruction, infection, and uremia almost 
invariably a major factor in the cause of death. 

The diagnosis of infiltrating tumors is made 
by cystoscopic examination. Infiltrating tumors 
with papillary projection are readily recognized. 
More difficult of recognition are the non-papil- 
lary growths. The presence of these tumors may 
be suggested when cystoscopy shows ulceration 
of the mucosa accompanied by irregularity of the 
bladder surface. The difficulties of the examin- 
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er are increased in the cases in which cystitis is 
a complication. In this event, the ulcerated area 
may be hidden from view by adherent urinary 
incrustations, sloughing tissue, or by inflamma- 
tory exudate or blood clots. Again, the diagnosis 





Fig. 6. 
crater or ulcer. 
papillary tissue. 


: 4 Som Large 
Intravesical projection of necrotic 
Extensive infiltration of bladder wall. 


Infiltrating carcinoma (schematic). 


may be difficult in cases of creeping carcinoma 
of the bladder in which ulceration of the mucosa 
is late. Diagnosis in these cases will often re- 
quire a biopsy of tissue removed from the sus- 
picious area. A cystogram may be helpful in 
estimating the extent of bladder wall involve- 
ment. 

The surgical treatment of infiltrating tumors 
of the bladder will depend upon the location of 
the tumor and the extent of invasion of the blad- 
der wall. Another factor is the presence or ab- 
sence of metastasis. When there is no evidence 
of metastasis, resection of the tumor-bearing 
portion of the bladder wall is carried out (Fig. 
7). This is the procedure of choice when the tu- 
mor is single and situated in a mobile portion 
and when invasion of the bladder wall is limited. 
Beer is enthusiastic over this method and reports 
thirty-three cases so treated and ten cases cured 
for five years, or 33 per cent. The method is 
not applicable when x-ray of bones and lungs 
shows evidence of metastasis; neither will it 
apply in those cases with involvement of the tri- 
gone or vesical neck by the tumor or when the 
regions of both ureters are infiltrated. It is prob- 
able that better results may be obtained in such 
cases by combining radium or radium emana- 
tions with x-ray and electrofulguration (Fig. 8). 
In this method the protruding tumor mass is elec- 
trofulgurated suprapubically and radon seeds are 
implanted directly into the tumor base. A full 
course of deep x-ray treatment by the Coutard 
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method follows. In a small series of cases so 
treated by the author, the condition seemed to 
be controlled. In all there was symptomatic 
relief, the postoperative period was not pro- 
longed, and there was no operative mortality. 





Fig. 7. Segmental resection of papillary car- 
cinoma (from Young). 


One patient with a creeping type of infiltrating 
carcinoma of the bladder is at his work every 
day, two and a half years since operation. 
Nevertheless, published reports of five years’ 
studies of cases treated by this method indicate 
poor end-results. 

In a large number of cases of infiltrating tu- 
mors, attempted eradication of the disease by 
complete removal of the bladder offers the only 
hope of cure. This procedure is indicated in 
carefully selected cases when the growth is un- 
favorably situated for removal by segmental re- 
section. Its employment is advisable in cases 
with tumors located in areas adjacent to the ves- 
ical neck with invasion of this structure; in tu- 
. mors of both trigone and bladder base which in- 
volve the ureteral orifices; in cases of multiple 
papillomatosis in which the entire bladder sur- 
face is covered; and in cases unsatisfactorily 
treated by less radical methods. 

Before the bladder is removed, diversion of 
urine is provided for by implantation of the ure- 
ters into the sigmoid colon, or by bringing the 
lower ends out to the skin of the abdomen. Since 
implantation of ureters into the bowel furnishes 
a reservoir for urine, this method is preferred to 
skin implantation. When performed on patients 
of advanced years, the procedure is attended by 
a fairly high mortality. Patients should be sub- 
mitted to this operation only when considered 
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good surgical risks and when there is evidence 
of good condition of the upper urinary tract 
The question of metastasis may be settled jp 
doubtful cases by a preliminary examination o{ 
the lymphatics and the liver through the opened 














Fig. 8 (left). 
pubic incision. 
ing removal of papillary mass by electrosurgical knife. 


Papillary carcinoma viewed through supra- 
(Right) Implantation of radon seeds follow- 


abdomen. When dissemination of the disease 
has occurred, the anastomosis is not done. 

Poorer surgical risks may be submitted to ure- 
terostomy or skin implantation, a procedure with 
a reported mortality of less than 10 per cent. 
This operation should be performed in cases 
with dilatation of the ureters. It may be consid- 
ered as a means of relief when bladder carcino- 
ma is accompanied by marked infection and un- 
bearable pain. Following skin implantation of 
the ureters, rubber catheters are passed to the 
pelves and maintained in position for collection 
of urine. Obviously the results with this method 
are inferior to those where ureterosigmoidosto- 
my is successful. Progressive dilatation of the 
ureters and pyelonephritis seem inevitable conse- 
quences of ureterostomy, with sepsis and uremia 
lurking in the background. Disposition of the 
ureters by either of these methods is then fol- 
lowed by removal of the bladder. 


Summary and Conclusions 


The following propositions developed in this 
paper are repeated for emphasis. Good results 
in the treatment of bladder tumors, more than 
anything else, depend upon seeing patients early 
in the course of the disease. Hematuria and 
persistent bladder irritation call for immediate 
cystoscopic examination. The destruction or re- 
moval of superficial tumors by appropriate meth- 
ods is rarely difficult, and is followed by good 
results. The tendency toward recurrence of 
these tumors should be kept in mind, and cysto- 
scopic examinations performed periodically 
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ACUTE GONDITIONS IN THE ABDOMEN—SOHMER 


on these patients. Cases of multiple papillo- 
matosis are often resistant to the treatment 
ordinarily effective in tumors of the superficial 
type. Complete removal of the bladder should 
be considered in such cases. Poor results in the 
treatment of infiltrating tumors are unavoidable 
when the growth is extensive. There is no ex- 
cuse when poor results follow the use of im- 
proper methods, such as the attempt at destruc- 
tion of any infiltrating growth by electrofulgura- 
tion alone, whether applied transurethrally or 
suprapubically. Treatment of infiltrating tumors 
depends upon the location of the growth and the 


invasion of the bladder wall. Segmental resec- 
tion is advisable for tumors that are localized. 
Complete cystectomy is indicated in selected 
cases, when there is extensive invasion of the 
base or vesical neck. The ureters are disposed of 
by implantation into skin or bowel according to 
conditions in the individual case. Radical sur- 
gery is often contraindicated. The purpose of 
treatment then is to alleviate suffering and to 
prolong life. Such results may be obtained by 
combining suprapubic diathermy and radium im- 
plantation with postoperative deep x-ray treat- 
ment. 





ACUTE CONDITIONS 


IN THE ABDOMEN* 


A. E. SOHMER, M.D. 
Mankato, Minnesota 


EDICALLY, “acute” means of sudden on- 

set, coming to a crisis quickly. It is im- 
portant to discover and properly diagnose intra- 
abdominal disease early, to do what should be 
done promptly, and to avoid doing the wrong 
thing, which would jeopardize the patient. 

Acute intra-abdominal disease may be spon- 
taneous, or may follow trauma; it may be a 
condition requiring medical care, or one calling 
for surgical intervention. 

Confronted with an apparently acute abdom- 
inal condition, it is of the first importance to 
make a careful and thorough attempt at diag- 
nosis. It might be spectacular to make a hunch 
diagnosis, but it is safer and serves the patient 
better to be methodical and thorough, before pro- 
ceeding to treatment. The surgeon must re- 
view the case carefully and never take another’s 
diagnosis as final, though the observation and 
conscientious opinion of the first attending phy- 
sician is of extreme value. Clinical observation 
and laboratory aids should be balanced carefully. 
Early diagnosis is important. ; 

Narcotics must be used only when they do 
not obscure symptoms. As a rule, severe ab- 
dominal pains lasting several hours, in a patient 
who has been previously well, are due to sur- 
gically important conditions. 

A thorough routine examination must be made. 
Anatomical knowledge must be applied carefully 





*From the Mankato Clinic, Mankato, Minnesota. Read 
before the annual meeting of the Minnesota State Medical As- 
sociation, St. Paul, Minnesota, May 4, 1937. 
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to estimate local inflammatory conditions, as well 
as referred pain; for the same reason, physio- 
logic knowledge aids in clarifying obstructive 
lesions. 

While early operation is usually indicated in 
acute surgical conditions, one must exclude med- 
ical diseases which simulate them. Surgical tech- 
nic must be secondary to good medical judgment. 
Here lies the difference between the mere oper- 
ator, and the real surgeon. 

The methods of diagnosis include a careful 
history, as well as a painstaking physical exam- 
ination. The value of the history is attested by 
the fact that quite frequently a correct diagnosis 
can be made by it alone; it always is a big factor 
in interpreting physical findings. 

Sex at once classifies certain diseases peculiar 
to each, either in a positive or a negative way. 

Age directs attention to certain conditions most 
frequently found in certain years. For instance, 
in infants and up to two years of age, acute 
intussusception is found, whereas acute appendi- 
citis is most common in the young adult. Car- 
cinoma of the large bowel, causing obstruction 
or perforation, is a disease of advanced adult 
and old age. Acute perforation of a peptic ulcer, 
as well as cholecystitis, is rare in childhood. 
Ectopic gestation occurs in women during the 
child-bearing period. 

Exact time of onset, in relation to meals, or to 
the taking of a laxative, to the emptying of the 
urinary bladder, or to unusual extreme exertion, 
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or the awakening from sleep, may fix the organ 
of involvement, as well as define a fair time for 
the development of certain symptoms. 

Acuteness of onset should be considered. Sud- 
den pain with collapse or fainting in a woman, 
makes one think of a ruptured ectopic gestation ; 
while in a man, acute pancreatitis or a perforat- 
ing peptic ulcer may be the cause. Intestinal 
strangulation, or torsion of an ovarian cyst or an 
intra-abdominal testicle, usually have a sudden 
onset, whereas intestinal obstruction is slower in 
developing. Elapsed time since onset determines 
prognosis, as well as the urgency for operative 
interference, compared to conservative obser- 
vation. 

Pain. The character of pain, its location at 
onset, and later distribution, will point to its 
source frequently; the influence of respiration, 
as well as micturition, on pain, may point the 
way. . 

Vomiting in acute abdominal lesions is due to 
peritoneal or mesenteric irritation, or to ob- 
struction to a hollow muscular tube, or to the 
effect of absorbed toxins upon the medulla. The 
time of vomiting in relation to the onset of pain 
may give a clue to the location of the trouble; 
in intestinal obstruction, especially, one can 
judge the level of the obstruction by the time of 
vomiting. The character of the vomitus will 
often show its source, whether in stomach, upper 
intestines or large bowel. 

Bowels. Any marked change from previous 
normal bowel action is significant. Blood or mu- 
cus in the stools usually accompanies intussus- 
ception. 

Menstruation. A careful inquiry into the char- 
acter and time of menses is especially important 
in checking the possibility of ectopic gestation, 
or ruptured ovarian follicle, or twisted ovarian 
cyst. 

Past history. This should be reviewed, for his- 
tory of so-called indigestion, relation of pain to 
food, history of colic, jaundice, hematuria, gly- 
cosuria, melena, angina pectoris, and weight 
loss. 

Physical examination. Facial appearance, sug- 
gesting pain, shock, loss of blood, and jaundice, 
should be noted. Attitude and posture may give 
certain diagnostic leads. Pulse, temperature and 
rate of respiration are important signs. The 
condition of the tongue is an open book to the 
experienced clinician. 
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Abdominal examination. Have the patient 
point out, if possible, the exact spot of the pain 
at its onset and also the subsequent radiation, 
and note swelling, tympany, fluid or coil disten- 
sion. AlJ potential hernial orifices should be in- 
spected. Note the respiratory movement of ab- 
dominal wall, or its limitation, generalized, or 
in part. Abdominal palpation must be gentle, and 
must be performed with warm fingers. Muscular 
rigidity is often relative, and corresponding areas 
should be compared. As long as the parietal 
peritoneum is not irritated by inflammatory re- 
sponse, the rigidity may be slight. 

Hyperesthesia is tested by light pricking with 
a pin, and corresponds to the related nerve seg- 
ments. Tenderness is usually more marked on 
sudden release of pressure. Careful palpation 
and percussion of the lumbar regions will clarify 
renal conditions. Iliopsoas rigidity or thigh flex- 
ion shows irritation or pressure along corre- 
sponding areas. 


Liver dullness shows possible enlargement due 
to abscess, or rupture with bleeding. Absence 
of dullness, with tympany, may mean free ait 
due to a ruptured hollow viscus. Percussion of 
the liver during deep respiratory movement may 
show fixation of the diaphragm or pleuritic in- 
volvement. 

The presence of free fluid may be determined 
by percussion, tapotement and by change of 
position. 

Pelvic examination includes bimanual palpa- 
tion in the female, for tumor, cyst, fluid ac- 
cumulation or tenderness, including that elicited 
on moving the cervix to either side. 


Rectal palpation may locate an abscess, local 
peritonitis, intussusception or rectal stricture. In 
the male the condition of the prostate, seminal 
vesicles and urinary bladder is determined. As- 
piration of the cul-de-sac of Douglas may show 
blood or pus. 

Chest examination should be made to deter- 
mine pulmonary and cardiac conditions. 

The spine may show localized tenderness or 
rigidity, with local spinal disease causing abdom- 
inal pain. 

Pupillary and knee-jerk reflexes should be 
checked for possible tabetic visceral crisis. 

Urinary examination for blood, pus, or crys- 
tals is made. Catheterization may diagnose a 
ruptured or distended urinary bladder. 
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Determination of the blood pressure will show 
shock, hemorrhage or circulatory failure. 

X-ray examination of the abdomen and chest 
is a very helpful medium in diagnosing acute 
abdominal disease. Especially useful is x-ray 
examination of the abdomen in different pos- 
tures,-to show gas and fluid levels in intestinal 


; obstruction, intussusception, or a localized dis- 


tention of the colon. 

To take up the various diseases which might 
cause acute abdominal lesions in detail could 
be done better in fifteen hours than in the fif- 
teen minutes to which this paper is limited. 
Therefore, in the remaining time, I shall briefly 
refer to several rather obscure acute abdominal 
conditions which one may encounter without 
enumerating very many other diseases which 
come up for differential diagnosis. 


Acute Pancreatitis 


Acute pancreatitis occurs in less than 1 per 
cent of acute abdominal disease, and therefore is 
quite rare and may easily be overlooked, but, 
even when thought of, is sometimes difficult to 
recognize. 

One should first of all recall the anatomical 
relations of the pancreas. It lies retroperitoneal- 
ly, near the celiac plexus and semilunar ganglia. 
Its head lies in the curve of the duodenum—its 
body in front of the first lumbar vertebra, and 
its tail reaches the left lumbar region and touches 
the spleen. 

Acute pancreatitis is probably due to infec- 
tion, which leads to a spreading hemorrhage 
into the gland, disorganizing it, and freeing its 
ferments which attack and destroy the gland, 
eventually leading to gangrene. 

Acute pancreatitis is a disease of middle life, 
usually occurring in those inclined to obesity. 
Gallstones may be associated, but not always so, 
and the diversion of bile into the pancreas by a 


block at the ampulla of Vater is only occasional-* 


ly found. 

Symptoms are due to various causes, such as 
inflammatory pressure, swelling of the gland, 
extravasation of blood and disturbed function. 
Pain is usually sudden and severe, and may 
cause fainting. The location of the pain is 
epigastric, radiating to one or both loins, and at 
times to the left scapula via the phrenic nerve. 
The pain will extend to the whole abdomen and 
become somewhat less severe at a later stage. 
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Shock is marked, accompanied by a weak, rapid 
pulse, subnormal temperature, cold and sweating 
skin. Vomiting is persistent, or unproductive 
retching may be severe; the vomiting is reflex, 
and very seldom becomes feculent. Epigastric 
tenderness is always present. Epigastric rigidity 
may be board-like at the onset, but usually the 
abdominal wall itself is soft, differing in this 
way from the extreme stiffness one usually finds 
in acute perforation of a peptic ulcer. 

Tumor in the epigastrium may be found, due 
to the swelling of the pancreas. Jaundice is a 
frequent symptom and is probably due to com- 
pression of the common duct by the swollen 
pancreatic head. Rarely will the large head 
cause obstructive vomiting by pressure on the 
duodenum, and usually emesis is reflex. 

A rather rare but pathognomonic finding is 
discoloration in one or both loins, and is due to 
extravasation of blood from the disintegrating 
gland into the retroperitoneal areolar layers. It 
occurs, when present, only after two or three 
days. 

Glycosuria is an occasional finding but is not 
constant. Diastase in the urine is increased and 
is due to the liberation of pancreatic ferments. 
Its increase in the urine may be ten-fold. 

Cyanosis of the face and the extremities is 
frequently noted, and is accompanied by dyspnea, 
due to the limitation of diaphragmatic movement, 
caused by the nearby inflammation. Since in 
the later stages of acute pancreatitis, the symp- 
toms and signs diffuse into a more general ab- 
dominal picture, with lessened pain, distention 
and accumulating fluid, it is important to check 
the condition at onset, and then its subsequent 
development. 


Differential diagnosis. In acute pancreatitis 
the rigidity may be marked, but is definitely lim- 
ited to the epigastrium and not so widespread as 
in a perforated ulcer. A perforating ulcer pro- 
duces pain referred to the top of the shoulder, 
which is rare in pancreatitis, and, when present, 
is limited to the left shoulder. 

Cyanosis, jaundice and bilateral lumbar pain 
are characteristic of pancreatitis; absent liver 
dullness in the axillary line points to hollow 
viscus perforation, with escape of gas. Glyco- 
suria and increased urinary diastase go with pan- 
creatitis. Acute appendicitis differs in the his- 
tory of its onset and development. Pain and 
vomiting are less severe in appendicitis, and the 
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localization of the pain, and rigidity in the right 
lower quadrant, are characteristic. 

In acute cholecystitis and biliary colic the ten- 
derness is located in the right hypochondriac 
region. There is usually a history of previous 
attacks, and hyperesthesia is along the superficial 
distribution of the eighth or ninth thoracic nerves 
on the right. One must keep in mind, however, 
the simultaneous existence of gallbladder and 
pancreatic inflammation. 

Finally, when the signs involve the entire ab- 
domen, differentiation may be impossible. The 
indication for exploratory operation, however, 
remains. 


Acute Intestinal Obstruction Due to Bands 
or Adhesions 


Acute intestinal obstruction may be due to 
many causes, such as hernia, intussusception, vol- 
vulus, impacted large gallstone, fibrous or tuber- 
culous stricture, Meckel’s diverticulum, and ob- 
struction by bands and adhesions. We will con- 
sider briefly only the latter at this time. 

Bands or adhesions may be congenital, or de- 
velop as the result of a previous or concurrent 
peritonitis. 

Congenital bands which cause obstruction are 
rare, but may be associated with a maldeveloped 
mesentery which leaves openings of various de- 
grees into which the gut may wander and be- 
come strangulated. 


Peritonitis causing obstructive bands may fol- 
low an inflamed Meckel’s diverticulum, appen- 
dicitis, adnexal infection, or torsion of ovarian 
cyst or tumor with gangrene. 


The obstruction due to these latter causes is 
apt to come on in a subtle way, and considerable 
damage may ensue before the cause is recognized 
and the resulting obstruction relieved, while the 
various hernial strangulations, volvulus and in- 
tussusception are more definite in their location 
and findings. The symptoms usually begin with 
an ill-defined colic and nausea. Pain may not 
be severe and the local signs indefinite. The on- 
set is rather slower than in hernial obstruction 
or volvulus. Soon vomiting occurs, at first of 
bile and upper intestinal contents, and later fecal 
in character. The time of onset of vomiting de- 
pends somewhat on the level of obstruction. If 
low down, it is later in relation to the ingestion 
of food than when high up in the canal. Like- 
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wise, the resulting constipation, in a reverse 
manner, comes on earlier, the lower the obstruc- 
tion. Gas and even feces may be expelled for a 
period in a high obstruction. 

The previous history of the patient gives the 
best clue to the diagnosis of this type of obstruc- 
tion. A history of a ruptured appendix, with or 
without operation, or infectious pelvic disease, 
should make one expect a possible band or kink. 

A quite reliable aid to early diagnosis is the 
taking of an x-ray film in the upright and lateral 
positions. The finding of ladder-like markings, 
showing gas and fluid levels in the small in- 
testine, which change with the position of the 
patient, is a pathognomonic sign. The location 
of the obstruction can sometimes be made out in 
this way so that surgical attack can be made, 
with a minimum of intra-abdominal manipula- 
tion. 

Surgical relief will be accomplished by cut- 
ting obstructing bands, releasing kinks, enter- 
ostomy or resection, depending on the condition 
found. 


Mesenteric Thrombosis 


This acute condition, which resembles acute 
intestinal obstruction in many ways, is usually 
difficult to diagnose, and must therefore be kept 
in mind. It is caused by arterial embolism from 
a cardiac lesion, or from venous thrombosis from 
a pelvic, intestinal, or appendiceal infection, and 
the presence of any of these conditions should 
direct attention to the possibility of its presence. 

The onset is rather sudden, with intense pain 
in the umbilical region, radiating to the epigas- 
trium, hypogastrium, or to the lumbar regions. 
Vomiting, which may be blood-streaked in char- 
acter, then diarrhea, which also may become 
bloody, are characteristic of the condition. Shock 
with subnormal temperature and circulatory de- 
pression follows, with early death. There may 
follow obstruction of the intestinal canal with 
distention, fecal vomiting and hiccough. 

Acute intestinal obstruction following a bloody 
diarrhea is due usually to intussusception or mes- 
enteric thrombosis. 

Early operation is indicated for the exclusion 
of the gangrenous loops, and anastomosis after 
enterectomy. If the patient is in poor condition, 
resection with enterostomy may be the extent 
of safe surgery. In extensive involvement of 
intestines, operation may be useless. 
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THE COLLECTION AGENCY RACKET 


Stanley B. Houck* 
Minneapolis, Minnesota 


HROUGH their committees on unauthorized prac- 
ne of the law, bar associations are discovering 
that business and professional men, including doctors, 
are being exploited and victimized by certain types of 
collection agencies and “collection systems.” The clients 
of numerous lawyers are reporting similar conditions. 

The ease with which business and professional men 
are “sold” collection systems and the services of col- 
lection agencies would be astounding were it not so 
generally known that collections are the bane of most 
creditors’ business and professional existence. 

A high pressure salesman calls upon a busy man; 
makes extravagant promises and representations; ob- 
tains a contract and double-clinches the arrangement by 
taking away with him the creditor’s uncollected ac- 
counts and all information necessary for their proof in 
case of dispute. There seldom is any similarity be- 
tween the salesman’s talk and the contract. 

Some of these agencies may be called, for want of a 
better name, the “hit and run” agency. They send an 
extremely capable salesman into another state; who 
gets his prospect’s signature and accounts and returns 
to the state of his origin before his victim realizes what 
has happened. From that point on, no representative 
of the agency enters the state wherein the debtor and 
the creditor reside and all business is transacted by 
mail. 


Usually, the contract has a variety of provisions de- 
signed to protect the agency, exclusively, and to give 
the creditor no right to an accounting until all of the 
accounts turned over have been collected. The agency, 
also, protects itself by retaining its full commission on 
claims withdrawn and on claims collected by the cred- 
itor. As a practical proposition the contract is so 
drawn that the creditor, oftentimes, can never get 
anything from the agency on the claims turned over 
to it. 

The agency generally recognizes no claims or de- 
mands of the creditor upon it. The creditor can get 
neither the money collected nor the return of his ac- 
counts and the data supporting them. His only relief 
is to go to a foreign state and institute an action; 
and this, obviously, is oftentimes impracticable, if not, 
entirely impossible. 

All this can be easily prevented by the observance 
of simple rules: 

(1) Never employ, for the collection of accounts, 
any collection agency which does not have a place of 
business and a resident agent in your state and, prefer- 
ably, in your vicinity. As a practical matter, effective 
collection of debts requires the services of a personal 
collector, which means that the agency must have some 
local place of business. 


* Chairman of the Standing Committee on Unauthorized Prac- 
tice of the Law of the American Bar Association. 
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(2) Never sign a contract covering collections un- 
less you have studied it as carefully as you would the 
most important contract you may ever enter into; and 
unless certain that what the salesman said and what 
the contract says are the same. It is also very desirable 
that such contracts be passed upon by an attorney. It is 
entirely unnecessary that a collection contract be long 
or elaborate. If it is, treat it as a suspicious docu- 
ment. 

(3) Any agency which undertakes to effect collec- 
tions entirely through the mails from an out-of-the- 
state place of business will either be ineffective or its 
effectiveness will depend entirely upon its illegal acts; 
usually acts constituting the unauthorized practice of 
the law and the use of documents simulating legal 
notices and process. Such acts may involve the cred- 
itor in serious liability. 


(4) Ask the State Bar Association what it thinks 
of the agency and its contract. 

Equal caution should be used to avoid purchasing 
“collection systems.” ‘ 

The backbone of such systems usually is a series of 
acts which constitutes unauthorized practice of the law. 
These acts include letters threatening to turn claims 
over to an attorney; threats to sue, garnish, attach, 
supplementary proceedings, etc. They also often con- 
tain lurid forms of notices and other documents which 
give the impression that a legal action has been, or is 
about to be, instituted; and that dire consequences are 
about to befall the harassed debtor. 

The “hit and run” collection agency which comes into 
the state and permanently vanishes therefrom thereby 
avoids, as a practical matter, any obligation to comply 
with the law or live up to its agreement. If the agency 
were one which had representatives within the state 
upon whom process could be served, the creditor would 
be amply proteected. As it is, the accounts have been 
taken without the state; the money paid by the debtor 
is remitted by him by mail to a point without the state 
and the agency cannot be compelled to account for 
funds collected or to return the records of the indebt- 
edness unless the creditor goes to the other state and 
institutes suit there. 

A creditor who uses a “collection system” built 
around threats to sue and the use of documents simu- 
lating legal notices or process subjects himself to 
possible fine and possible imprisonment for contempt 
of court. 

In addition to the legal situation arising out of such 
contracts and systems, there is the broad question of 
public interest and public policy. No reasonably dis- 
posed creditor would, in many of the situations re- 
ferred to, allow agencies of the sort described to han- 
dle his collections if he knew the methods such agen- 
cies pursue. The money the creditor receives is not 
worth the suffering and harassment of the debtor upon 
whom the illegal methods described are used. 
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Canker Sores 


Or of the sad features about the practice of 
medicine is that we physicians know so little 
about and often can do so little for some of the 
commonest troubles of our patients. These trou- 
bles, such as headache, flatulence, backache, and 
the common cold, may not be serious and they 
may not cause death, but they can be very an- 
noying and disabling, and the victims would be 
slow to subscribe to the view that they are of no 
great consequence. 
Among these “minor” disturbances for which 
a cause has never been found and for which there 
has been no treatment might be listed canker 
sores in the mouth. As Rowe pointed out in his 
recently published book on “Clinical Allergy,” a 
number of writers during the past twenty years 
have suggested that these sores might be due to 
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the eating of some food or the taking of some 
drug, but no one paid much attention to thes 
statements. 

This is unfortunate because there can no long- 
er be any doubt about the fact that in many cases 
these painful sores are due to the eating of 
foods such as chocolate, eggs, milk, wheat, 
prunes, apples, bananas, cantaloupe, and grapes, 
or the taking of drugs such as phenolphthalein, 
or to the use of certain dentifrices, or to the 
presence in the mouth of certain metals in fillings 
or artificial dentures. 

In rare cases an allergic disturbance in the 
mouth can even give a picture resembling that 
spoken of during the war as “trench mouth.” | 
have recently reported a case in which a life-long 
misery due to canker sores was stopped the day 
that chocolate was removed from the diet. 

It is certain, then, that canker sores can be due 
to the eating of some food to which the victim is 
sensitive. It may well be, of course, that there 
are other causes, but certainly, now, when a pa- 
tient comes with this trouble, he should be in- 
structed to keep a careful record of unusual 
foods eaten for twenty-four hours preceding the 
appearance of each crop of sores, and he should 
be asked to stop the use of laxatives and all other 
drugs during the period of investigation. After 
he has had four or five attacks he may find that 
some one unusual food, not used every day, was 
eaten just before each outbreak of sores. 


W. C. ALVAREZz. 





Sulfanilamide In Urology* 


| eases time to time the medical profession is 

presented with new remedies for disease. 
Some of these have only a short life and rapidly 
disclose their ineffectiveness; others prove of 
definite value and become a part of the armamen- 
tarium of the practicing physician. Perhaps the 
most useful new drug in many years is sulfanil- 
amide, and early trials have indicated its great 
value in many fields of medicine. Sulfanilamide, 
however, is a potent drug, and because of this it 
is unfortunate that it has been given so much 





*From the Section on Urology, The Mayo Clinic, Rochester, 
Minnesota. 
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publicity in the lay press. It is up to the medical 
profession, therefore, to attempt to control its 
use. Time alone can reveal its dangers, and until 
these are known we doctors must proceed 
cautiously with it. 

Sulfanilamide is of the greatest value in urol- 
ogy. .The early work of Colston and experience 
with the drug at The Mayo Clinic in cases of 
gonorrhea have been most encouraging. Its 
present widespread use in this field, however, 
must be looked on with some apprehension, par- 
ticularly when it is dispensed without limitation. 
Every patient taking this drug should be seen 
regularly by his physician. Approximately 10 per 
cent of individuals cannot take the drug at all, 
and a certain number of the remainder will de- 
velop toxic manifestations such as headache, 
tinnitus, vertigo, nausea, and malaise, which must 
be watched closely. Any signs of cyanosis or 
dermatitis must be watched for, and the develop- 
ment of either of these conditions usually makes 
it necessary to discontinue administration of the 
drug. Elevation of temperature and signs of 
anemia must also be watched for. Agranulo- 
cytosis and severe hemolytic anemias have been 
reported and these may be of a serious nature. 

In the treatment of infections of the urinary 
tract other than gonorrhea, sulfanilamide has 
been of inestimable value. However, it has the 
same limitations as far as its ability to eradicate 
infection as has mandelic acid. On the other 
hand, since it does not depend so completely on 
the pH of the urine for its effectiveness as does 
mandelic acid, it is of great value in treating 
those infections in which urea-splitting organ- 
isms, such as the Proteus group, are present. In 
addition, in those cases in which the infection of 
the urinary tract is associated with prostatitis, 
sulfanilamide has proved far more effective than 
mandelic acid, as it is apparently excreted in the 
prostatic secretion and exerts a specific local 
effect. 

It is still felt by most urologists, however, that 
mandelic acid should be the drug of choice in 
uncomplicated cases, and that sulfanilamide 
should be kept as an “ace up the sleeve.” Until 
more is known of the dangers of administering 
sulfanilamide, therefore, let us watch closely 
each individual under treatment. If this is done, 
practicing physicians will find sulfanilamide to 
be a most valuable adjunct to therapy. 

Epwarp N. Cook 
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Bath Accidents 


OMEWHERE it has been said that half the 

accidents occur within the home. However 
that may be, the bathroom has proven itself a 
dangerous place. 


The bottom of a bathtub must be placed on a 
slant for proper drainage and the sides curved 
for sanitary purposes. This setting only serves 


to make the wet porcelain the more conducive to 
falls. 


Broken arms and legs are not uncommonly en- 
countered by physicians. Some much more seri- 
ous and unusual accidents, however, have come 
to our attention. Not long ago an elderly wom- 
an failed to place a rubber mat in the bathtub 
when standing under a shower and fell against 
a fixture, literally dislodging one eye. An army 
officer some years ago fell in a tub and became 
impinged on the handle of a faucet which pene- 
trated between his cricoid and thyroid cartilages, 
causing his death from strangulation before he 
was discovered. Another unusual accident oc- 
curred when a man stepping from a shower slip- 
ped on the wet tiling and put his foot through a 
French door. The resulting laceration almost 
proved fatal before the hemorrhage could be 
controlled. 

Electric plugs have no place in a bathroom, 
especially one placed within reach of a tub. One 
known fatal accident occurred when a youngster 
reached from a tub with a wet hand hand to dis- 
connect an electric heater. 

Porcelain handles to faucet or shower fixtures | 
have been the frequent cause of rather serious 
accidents. Force exerted on the handle causes it 
to break and the sharp edges of the porcelain 
may sever the tendons in the palm. Twelve such 
cases, for the most part deformities resulting 
from such an injury, were recently reported 
from the Mayo Clinic. The early recognition of 


. the extent of the injury and early suture of the 


severed tendon are important. Porcelain handles 

were chosen for their appearance but are being 
replaced by chromium-plated brass handles, the 
chromium being much more lasting than nickel, 
which was formerly used. 

Certain unnecessary hazards incident to baths 
can be eliminated by the construction and equip- 
ment of the modern bath room. Against those 
which cannot be eliminated the public should be 
warned. 
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Illustrated Constitution 


After two years of study, discussion and revi- 
sion, the new constitution of the Minnesota State 
Medical Association which had its final approval 
at the May meeting of the House of Delegates 
in Saint Paul is now printed and ready for dis- 
tribution. 

The objective of the committee in charge of 
revision was, first: to enlarge, consolidate, reor- 
ganize and bring up to date the somewhat 
antiquated committee structure of the organiza- 
tion; second, to rearrange in a more logical and 
convenient order the detail of the constitution 
and by-laws. Very few changes were made in 
the actual provisions of the constitution. 

Dr. C. B. Wright was chairman of the com- 
mittee which devoted much time and hard work 
to the undertaking. Members were Dr. E. S. 
Boleyn, Dr. W. F. Braasch, Dr. W. A. Fansler, 
Dr. W. H. Hengstler, Dr. J. C. Hultkrans, Dr. 
E. A. Meyerding, Dr. F. J. Savage and Dr. C. L. 
Scofield. 

The new committee structure is inclusive, 
logical and well planned to meet all demands that 
may be made upon the organization. It has the 
approval of the Bureau of Legal Medicine of 
the American Medical Association and has been 
admired by many other state organizations. 

A real novelty in printed constitutions and a 
very handy aid to understanding the organiza- 
tion is provided in illustrative charts that show 
the exact structure and sub-structure of the two 
groups of committees, scientific and non-scien- 
tific. 





Copies of the new constitution have al- 
ready been sent to all officers, committee 
chairmen and other specially interested per- 
sons. Any member who wants a copy may 
write for it to state headquarters, 11 West 
Summit, St. Paul. 

















The Council Meets 


A total registration of 4,256 at the 1937 An- 
nual Meeting in Saint Paul was reported to the 
councilors by Secretary E. A. Meyerding. This 
figure does not include a considerable number 
of women and other guests who attended but 
failed to register. It represented the largest at- 
tendance ever recorded at a state meeting in 
Minnesota. 

Several innovations marked the meeting. They 
were reported upon by Doctor Meyerding as fol- 
lows: 


New Precedent Established 


“The 1937 meeting in Saint Paul will be 
memorable for many reasons. Notably it gave 
unprecedented program representation to the 
scientific, social and economic problems of medi- 
cine. No other state medical association has ever 
been able to gather together at one time and 
for such a purpose so many of the organiza- 
tions and groups who are today allied in the 
delivery of medical care to the people. 


Allied Exhibits 


“Most of the organizations represented on the 
discussion programs also submitted exhibits. 
Our members who took advantage of the oc- 
casion to study these displays appreciated, for 
the first time, the extensive medical programs 
of these allied organizations and the importance 
of a good working cooperation between medicine 
and these groups. 


$1,000 Saved 


“Incidentally, the participation of many organi- 
zations coming from many states made it pos- 
sible to secure the Saint Paul Auditorium for 
the meeting without charge. This meant a sav- 
ing of $1,000 in the cost of the meeting and was 
an important factor, obviously, in the financial 
success of the meeting. 
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Public Health Meeting 


“For the public health meeting, another in- 





Congress A Success 





“Approximately 1,000 persons registered for 


= Pf the separate organization luncheons and the joint novation in our annual sessions, the huge Audi- 
afternoon and evening meetings of the Congress torium theater was filled to overflowing in spite 
of Allied Professions. They represented the fol- of the fact that unavoidable last minute emer- 
lowing : gencies made it impossible for two popular 
Na a speakers to be present. The success of this oc- 
tistry : A : 
90 oe casion was due in no small measure to the radio 
— ree +, Anesthetists publicity given it under the direction and with 
Tae Plontedls Hospital and Medical the personal aid of Dr. R. M. Burns of Saint 
e ; , 
Pharmacy Librarians Paul. 
5 aces Others 
7 Dietitians Exhibits 
the ; : : : 
This Foundation Laid “Since the meeting of 1932 special emphasis 
ies ‘ ; has been placed upon scientific exhibits as a 
res “Speakers ware carefully : aes eins center of interest, as a source of information 
* all points of cere gabon i ye ge ee and as an important incentive to individual mem- 
it better understanding ~ Per , ‘ reat bers to develop and organize their own scientific 
more, a foundation has cen laid Tor a close’y studies. In addition to the Mayo Clinic; several 
; knit codperative organization which will be in- individual researchers, among them, Dr. Adolph 
ey . : > , Oe. 
ol valuable in case of need. Credit for the success Hanson, Dr. L. F. Hawkinson and Dr. M. H. 


of the Congress should go principally to Dr. 
= George Earl, general chairman, to Dr. F. J. Sav- 
age, committee member, and Mr. R. R. Rosell, 


Nathanson, have added nationally recognized 
contributions to scientific knowledge. These con- 
tributions have had early demonstrations at these 





be committee secretary. meetings. 
ve : “The secretary is of the opinion that man 
he fF Industrial Conference members receive more benefit aoe exhibits prt 
li- “Industrial medicine is an exceedingly impor- from the scientific papers read and discussed in 
er — tant phase of modern scientific medicine and it the formal program sessions. They are clearly 
nd ff} is intimately involved, also, with the social and an incentive to research. 
a- [ economic future of the doctor. State medical 

4 


1e |) societies have ignored this phase of practice to Local Arrangements 
a considerable extent, leaving it to insurance 
companies and others to develop, even in its 
scientific aspects. 

e “Our 1937 meeting with its Northwest Indus- 
7 trial Medical Conference was the first of its sort 

| in the United States to recognize the importance 
| of industrial practice and, more especially, the 
; importance of retaining leadership in post-grad- 
uate education in this department. 7 


“Ample exhibit space, excellent arrangements 
for telephone and registration, for showing films 
and slides and for entertainment combined to 
make the meeting unusually smooth and conven- 
ient for everybody. Credit for much of this effi- 
ciency should go to the local arrangements com- 
mittee and particularly to Dr. W. R. McCarthy, 
chairman, Dr. B. E. O'Reilly, Dr. W. R. Shan- 
non. 


Great Northern Surgeons Attended Registration Costs 


“It should be noted that in the large and bril- “It is perhaps difficult for anyone who has 























liant assemblage of physicians, state officials, in- 
surance representatives, who attended the sessions 
and the introductory dinner were all of the Great 
Northern Surgeons from the Northwest territory 
of the railroad. This section of the program was 
very largely the work of President A. W. Adson 
and credit for its success should go to him. 
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never assumed the responsibility for staging a 
large medical meeting to appreciate the expense 
involved. These expenses grow yearly as the 
scientific exhibitors, especially, become more en- 
thusiastic, more experienced and more exacting 
in their demands for service and equipment. It 
should be repeated that this phase of our post- 
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graduate education is perhaps the most valuable 
and the most significant in the long run of any 
that we are able to undertake as a society; but 
it costs money—money which it is impossible to 
budget out of the dues of members. 

“It is, therefore, of particular interest to note 
that our large meetings of the last five years 
have actually cost the members less in the ag- 
gregate than the small meetings—almost totally 
lacking in scientific exhibits—of a few years ago. 

“In the last five years a total of $12,034.68 
has been turned from the technical fund (ac- 
cumulated by sale of exhibit space to technical 
exhibitors) into the general fund of the Asso- 
ciation. The increasing patronage of these ex- 
hibitors witnesses the growing popularity and 
importance of our meeting. 


Conclusion 


“In conclusion may I be allowed to impress 
once more upon our members that we are living 
in new times and that these new times make un- 
exampled demands upon us as the organized body 
of physicians. One of our best means of arming 
and educating ourselves as a body to meet these 
problems is an Annual Meeting that serves as a 
focal point for discussion, interest and organiza- 
tion for all who are legitimately concerned, for 
any reason whatever, in the care of the sick.” 

A resolution expressing appreciation for the 
meeting and for the work of Secretary Meyer- 
ding and all others concerned in planning and 
conducting it was passed by the Council. 


Councilor District Meetings 


Preliminary plans were approved for a series 
of councilor district meetings to be held through- 
out the state this fall. Speakers will be state 
relief and welfare officials, and local relief work- 
ers, also state officials in charge of the adminis- 
tration of Social Security programs affecting 
medicine. The object is to foster a complete 
understanding on the part of all concerned of 
all regulations regarding welfare, medical relief 


and the Social Security program as they affect 
each district. 


To Study Hospital Service 


In response to a request made in person by 
representatives of the Minnesota Hospital Serv- 
ice Association, a committee was appointed by 
the Council consisting of Dr. W. W. Will, chair- 
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man, Dr. A. F. Branton, Dr. F. J. Savage, Dr 
L. L. Sogge, Dr. T. H. Sweetser, for the study 
of hospital service. This committee will confer 
unofficially with executives of the association 
when extension of the association’s service to 
new territory is contemplated. 

Hospital Service Association representatives 
who appeared before the Council reported q 
growing membership and extensions in privileges 
to Twin City members, with hospitals in both 
cities participating and no member-patients ad- 


mitted except at the request of their own phy- 
sicians. 


For Crippled Children 


The Division of Services for Crippled Chil- 
dren of the State Board of Control plans to con- 
tinue its excellent program of medical care for 
indigent crippled children another year, Dr. 
H. E. Hilleboe, director, told the Council. This 
program provides for professional care by quali- 
fied orthopedists, members of the Orthopedic 
Club, at fees set by club members themselves 
and in private hospitals, if necessary, at fees set 
by the hospital association. It provides, also, for 
training of physio-therapists who will be able 
io visit patients in their homes and thus shorten 
hospital stays. 

A project for the study of subsequent histories 
of tuberculous patients discharged from sana- 
toria which is to be financed by WPA funds was 
explained to the Council. A motion of thanks to 
Doctor Hilleboe for his interest and care in keep- 
ing the Council informed on matters of medical 
interest and a motion of appreciation, also, to 
the State Board of Control on the excellence of 
its program in general and on its codperation 
with the medical profession, were passed. 


“'Demonstrations” 


Another guest, Dr. E. C. Hartley, explained 
to the Council differences in interpretation af- 
fecting requirements for securing certain funds 
from the federal government under the Social 
Security Act that have arisen between the State 
Board of Health and the Children’s Bureau in 
Washington. The difference is in the interpreta- 
tion of the word “demonstrations” in care of 
mothers and babies. The Children’s Bureau ap- 
pears to be of the opinion that demonstrations 
require actual obstetrical care to be given by 
representatives of the board of health in “cer- 
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tain needy areas or areas of financial distress.” 
The State Board of Health, on the other hand, 
has never provided such care and holds it to be 
outside the province of a board of health. Funds 
that might otherwise be available for some 
needed public health work in the state may, 
therefore, be held up indefinitely according to 
Doctor Hartley. It is quite likely that Dr. A. J. 
Chasley, executive officer, will recommend fore- 


| going the funds entirely if they entail setting 


up such a precedent in Minnesota. 


New Film 


A film called “The Birth of a Baby” has been 
approved, according to Doctor Hartley, by the 
American Committee on Maternal and Child 
Welfare and also by Chairman R. D. Mussey of 
the Minnesota State Medical Association’s Com- 
mittee on Maternal and Child Welfare for show- 
ing to lay audiences. 

The film was produced by a commercial or- 
ganization but contains no advertising what- 
ever for the commercial house in question. The 
requirement for showing in any state is a pre- 
liminary showing before officers of the state 
medical society or some qualified group desig- 
nated by the society. The Council has accord- 
ingly requested a showing of the film before the 
Minnesota Society of Obstetrics and Gynecology 
at its fall meeting. If the society approves the 
film, said to be an excellent one, showing will 
be made in the public theaters according to book- 
ings that will be made direct by the producing 
company. 


Control of Diabetes 


Dr. R. M. Wilder, chairman of the Committee 
on Diabetes, presented a plan formulated by his 
committee for intensive public education on the 
proper treatment of diabetes. The Council ap- 
proved the plan which includes codperation, with 
a view to obtaining funds and assistance for the 
work, with other organizations or philanthropi- 
cally minded individuals. The problems involved 
in diabetes are growing more serious according 
to Doctor Wilder and education is regarded as 
an important means of halting the rising death 
rate from the disease. 


Law and Medicine 


Ethical and professional problems of law and 
of medicine have much in common. The two 
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professions of medicine and law are jointly 
threatened by some aspects of new social philos- 
ophies. The request from the Minnesota State 
Bar Association, presented to the Council by 
President Adson, for a joint committee of the 
Bar Association and the Minnesota State Medi- 
cal Association was cordially approved. The 
committee will serve as a discussion group for 
consideration of matters of mutual interest. The 
Medical Advisory Committee of the state asso- 
ciation will represent the physicians for these 
discussions. 


Licensing Physio-Therapis's 


The necessity for some formal recognition and 
licensing of physio-therapists was also presented 
to the Council by President Adson. 

Requirements and conditions for the practice 
of physio-therapy are nowhere standardized. 
The present chaotic condition allows for danger- 
ous, uncontrolled practice and for out-and-out 
quackery. This problem confronts the State 
Board of Medical Examiners with an especial 
urgency and, at the request of Doctor Adson, a 
special committee to work out some method of 
recognition of physio-therapists was authorized. 
This committee is to consist of three members 
and it will be appointed jointly by President Ad- 
son and President-elect J. M. Hayes. 


Membership 

A paid membership of 2,292 was reported 
on the date of the meeting. That represented an 
increase of 163 members over a year ago. 


Leave Granted 
The request of Secretary E. A. Meyerding 
for a year’s leave of absence without pay was 
granted by the Council. The action was accom- 
panied by an official expression of confidence 
and loyalty on the part of the councilors. Doctor 
Meyerding’s leave will extend from September 
. 1, 1937, to September 1, 1938. 
By direction of the Council, Mr. R. R. Rosell, 
field secretary, will assume the duties of execu- 
tive secretary of the organization. 





Special Session Adjourns 


The special session of the Minnesota Legisla- 
ture that commenced on May 24, 1937, adjourned 
on July 23, 1937. No so-called healing bills were 
passed, but the Committee on Public Policy 
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wishes to call your attention to two or three 
provisions in the Relief Law that was enacted, 
and to a provision in the Income Tax Law. 

In Chapter 89 the Legislature appropriated the 
sum of $11,100,000.00 for relief purposes, of 
which amount the sum of $5,850,000.00 is avail- 
able for direct relief for the fiscal year of July 
1, 1937, to June 30, 1938. Among other things 
Section 4 of the law provides: 

“All persons employed on work relief or reémploy- 
ment projects shall be employees within the meaning of 
the provisions of the Workmen’s Compensation Act, pro- 
vided that the Council may, in lieu of purchasing 
Workmen’s Compensation insurance, provide for the 
direct payment of compensation claims out of funds 
available for such purpose, and if such funds are not 
available therefor then out of any moneys appropriated 
by this act.” 

Section 11 also provides: 

“All counties shall permit free choice of vendor to 
relief clients for relief orders, provided that the ven- 
dors thus chosen conform to the regulations of the 
Executive Council and of the responsible relief agency.” 

A slight change was made by the Legislature 
in Chapter 49, in the wording of the provision 
allowing a deduction for money paid on account 
of the expense of sickness. That Section now 
reads as follows: 

“Sec. 9. That Laws 1933, Chapter 405, Section 13, 


subsection (k), be and the same is hereby amended 
to read as follows: 

“*(k) Payments for expenses for hospital, nursing, 
medical, surgical, dental and other healing services and 
for drugs and medical supplies incurred by the tax- 
payer on account of sickness of or personal injury to 
himself or his dependents.’” 


Respectfully submitted, 


Committee on Public Policy 
By L. L. Socce, M.D., Chairman 





Medical Relief: New Chapter 


With the passage of Section 11 of the Relief 
Law quoted above, physicians and medical socie- 
ties are now equipped to begin a new chapter 
in their relations with officials in charge of relief. 
Credit for securing this important provision in 
the law goes chiefly to Dr. C. I. Oliver, State 
Senator, of Graceville. 

For the first time the doctor who is taking 
care of the indigent sick in his community is 
armed in the law against the threat of a county 
physician. 

Free choice of physician—provided the phy- 
sician qualifies under the regulations and lives 
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up to the regulations—is guaranteed in the lay 
to relief clients in all the counties that accept 
state aid. 

The importance to physicians of this proyi- 
sion can hardly be overstated. County physi 
cians can no longer be hired to take care of alj 
indigent regardless of the feeling of patient or 
physician in the matter. 

In all but the three big cities and a few coun- 
ties that do not accept state aid, the physician 
is backed by the law in his belief that indigent 
patients as well as others are entitled to their 
own choice of physician. 

Physicians who are now engaged in making 
arrangements with their county welfare boards 
for a fair recompense for care of the relief 
clients should be aware of this new clause in 
the law. 

New regulations on the delivery of relief in 
general are now being formulated at the relief 
headquarters in Saint Paul. These regulations 
will be in the hands of Contact Committees of 
Three and responsible officers as soon as they 
are ready for distribution. 





True Friendship 


Monthly Editorial Prepared by the Medical 
Advisory Committee 

A vacation time in this land of Ten Thov- 
sand Lakes gives a man much time for philos- 
ophizing. It enables the older man, perhaps, to 
retrace the steps of youth—the old swimming 
hole, the place where the lilies hid the elusive 
bass from his bamboo pole. To the younger 
one comes an occasion to explore new fields—a 
canoe trip in the wilderness of the unknown 
North where the pines and the landlocked sal- 
mon all await him. He has time in the stillness 
along the trout stream for thought. They both 
make new resolutions which they vow to carry 
out when they reach home. They will seek to 
know their neighbors better. They will endeavor 
to find out the meaning of True Friendship. 
What is True Friendship? What are its at- 
tributes ? 

Your Medical Advisory Committee believes 
that True Friendship is like happiness—we have 
most of it when we give it away. It can never 
be bought and sold as an article of merchandise 
and is always better than any kind of charity. 
True Friendship requires a certain aging pro- 
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cess to produce the best results, and is some- 
thing quite different from an interesting ac- 
quaintance. If put on a cash basis, it dies. It 
is something that cannot be hurried but is proven 
by time. 

With these thoughts in mind, let each one 
better serve our association before the next vaca- 
tion time by resolving to find one more true 
friend among the men of our own profession ; 
by pledging to attend medical meetings more 
regularly, that we may by united endeavor raise 
organized medical practice to an even higher 
plane than it is at present in Minnesota. 





“Essentially False’’—Miss Lape 


The following excerpt from the July Southern 
Medicine and Surgery appears on The Presi- 
dent’s Page of Dr. Wingate M. Johnson. 


It is of especial interest because it quotes 
from an illuminating letter by Esther Everett 
Lape, compiler for the American Foundation 
for Studies in Government of the report on 
American Medicine. Miss Lape denies with tart 
emphasis Time’s implication that she played any 
part in the New York proposal for federaliza- 
tion of medical services to the needy that was 
rejected at the Atlantic City session of the 
American Medical Association. 


“Upon my return from Atlantic City I found a 
letter from Dr. McBrayer in which he said, ‘I am 
wondering if New York has been tipped off and if 
the thing they presented is what the President wants.’ 
I did not take this seriously until I saw Time for June 
21, and read in it that on April 8, President Roosevelt 
had been discussing a plan to federalize the medical 
profession; and that among those present in the first 
conference was Doctor Kopetzky of New York. Then 
my admiration of Dr. McBrayer’s perspicacity rose to 
new heights. Another member of the group was Miss 
Esther Everett Lape, director of the American Foun- 
dation study. According to Time, the resolutions pre- 
sented to the A.M.A. by Doctor Kopetzky were based 
upon Miss Lape’s ideas. 

“In justice to Miss Lape, let me say that I wrote 
her immediately after reading the story in Time, tell- 
ing her that my first reaction was one of indignation 
over the apparent betrayal of the doctors of America; 
but that before condemning her I was asking for her 
own statement. I added that I had been greatly inter- 
ested in the report and did not want to believe the 
impression left by Time that it was a scheme to fur- 
ther the federalization of the medical profession. 
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“She replied promptly, in part: ‘The article in Time 
is insidious. Perhaps I can illustrate briefly the essen- 
tial falsity of it: It publishes with the article a pic- 
ture of Mrs. Roosevelt, Mrs. Bok and me, that was 
taken four years ago, upon a social occasion, and the 
picture is made to substantiate the impression the 
reader is intended to get that Mrs. Roosevelt, Mrs. Bok 
and I are now conspiring to bring about socialized 
medicine. Neither of these ladies had anything to do 
with the current report, either directly or indirectly. 
I do not know in detail the views of either on the 
question of public health and the organization of medi- 
cal care. 

“*T neither devised nor promoted the program which 
Doctor Kopetzky put up to the New York State Medi- 
cal Society and which that organization sent through 
to the House of Delegates of the AM.A’” * 





Watch for Addict 


From a Duluth member: 

“Will you report the following information to 
the proper authority? I think it should be made 
available to the rest of the profession. 


“On July 17 a man about 40 years of age, giving 
the name of W. B. Cline, came to my office stating 
that he was vacationing up here while convalescing 
from a lobectomy supposed to have been done by Dr. 
Gardner of Saint Paul. He stated that he was living 
with a sister at Munger, Minn., at present, who he 
said is a nurse. He wanted dressings and medicines 
including morphine which according to his story I 
thought was justified. 

“On examination he had a left bronchial fistula, a 
cavity the size of a fist, in his left chest wall. He 
stated that he had been spitting up blood and wanted 
the morphine for that. 

“He paid me by check and the check was returned 
‘no account’ and I have since found out that he went 
to Dr. Cyril Smith of Duluth, with the same story 
and with the same outcome. He also passed a bad 
check on the drug store. 

“This fellow is undoubtedly a morphine addict as 
well as a bad check artist and I thought it would be 
“well to tip off other physicians. He is easily recog- 
nized by his bronchial fistula. He is a man of about 
40 years, around 5 feet 6 inches, pointed features, well 
dressed and business-like.” 


From another source we hear that this man 
used the name “W. B. Cole” in the Twin Cities 
and that the Duluth Police Department holds a 
warrant for his arrest. If he is apprehended, 
the Duluth Police Department should be notified 
immediately. 
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IN MEMORIAM 


Minnesota State Board of Medical 
Examiners 


“Divine Healer” Fined $200 for 
Prescribing Medicine 


Re: State of Minnesota vs. A. C. Martin 


On July 27, 1937, A. C. Martin, 54 years of age 
entered a plea of guilty to an information charging him 
with practicing healing without a basic science certifi- 
cate. Martin was sentenced by the Hon. Joseph J. 
Moriarty, Judge of the District Court at Shakopee 
to pay a fine of $200 and costs of $9.85 or serve one 
year in the McLeod county jail. Martin stated he would 
pay the fine and costs. 


For some time Martin had been making weekly trips 
to Brownton where he had a room at the hotel for 
the reception of patients. He is listed in the Minne- 
apolis city directory as a “healer” residing at 1916 
Hennepin Avenue. The evidence showed, however, that 
Martin said nothing to the patient about being a “divine 
healer” until after he was arrested. He prescribed alum, 
boric acid and iodized salt dissolved in water and ap- 
plied externally to the neck and throat for goiter and 
also suggested and furnished “gland tablets” to be 
taken internally. He also applied some massage and 
while doing this talked to the patient about the weather, 
rock gardens and many other things disassociated with 
divine healing. 


Upon being questioned by Judge Moriarty the de- 
fendant stated he had never studied medicine but that 
he had been a farmer for many years and had also 
worked as a traveling salesman. He claimed his “divine 
healing” as a gift from the Lord at the age of 14. He 
admitted, however, that when he was sick he consulted 
and was treated by a physician. He learned about the 
gland tablets in this manner and purchased them at a 
drug store in Minneapolis. He stated he was born in 
Illinois but had lived for many years in Martin county, 
Minnesota, and for two years at Mankato. He oper- 
ated at Brownton on Tuesdays; Pine City on Wednes- 
days; Arlington on Fridays and at his home in Minne- 
apolis on the other days of the week. Martin was told 
by Judge Moriarty to obey the healing laws of this 
state or he would spend some time in jail. 


The State Board of Medical Examiners wishes to 
acknowledge the first class codperation received from 
Mr. Joseph P. O’Hara, county attorney of McLeod 
county and Sheriff Alfred Beihoffer. These officials 
acted promptly when the facts were called to their 
attention and the result obtained speaks for itself. 





Germania Herb Tea 


The Bureau of Investigation reports that the Federal 
Trade Commission has ordered the Germania Tea Com- 
pany, Minneapolis, and the Consolidated Drug Trade 
Products, Inc., Chicago, to stop representing that “Ger- 
mania Herb Tea” performs any functions in a reducing 
program other than those of a laxative or purgative, 
and that “Germania Orange Pekoe Tea” performs any 
function or has any value in treating obesity, or in a 
reducing program other than in the caffeine supplied 
through its consumption. According to a report of the 
Federal Trade Commission dated June 18, 1937, the 
principal ingredients of Germania Herb Tea are senna, 
which has laxative and purgative qualities, and juniper, 
a diuretic, and the principal ingredient of Germania 
Orange Pekoe Tea is caffeine. (J. A. M. A., July 31, 
1937, p. 375.) 
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Carl M. Anderson 
1881-1937 


R. CARL M. ANDERSON was born in Scanii- 

navia, Waupaca County, Wisconsin, November 7 
1881. He received his secondary education at the 
Scandinavia Academy. He attended Marquette Univer. 
sity in Milwaukee from 1907 to 1911 and received the 
degree of M.D. He then practiced in Wild Rose 
Wisconsin, from 1911 to 1921. During the war, he wa; 
commissioned first lieutenant in the Medica! Reserve 
Corps. He entered The Mayo Foundation January 3, 
1921, as a special student in otolaryngology. He be- 
came first assistant in the Section on Otolaryngology 
and Rhinology, The Mayo Clinic in January, 1924, and 
associate in 1925. He was appointed instructor in 
otolaryngology in 1925 and assistant professor of 
otolaryngology in 1929 in The Mayo Foundation. He 
has written articles on otolaryngologica! 
the last twelve years. 

The position Dr. Anderson had attained in his 
chosen field of medicine was well deserved. He was 
first of all a fine gentleman and family man. He 
possessed a very pleasing professional poise, was a 
keen observer, a very skillful surgeon, a loyal associate 
and had an unusually good sense of organization re- 
sponsibility. He was endowed with especially good 
common sense and was very tolerant of any short com- 
ings in others. One always knew he would de or say 
what he thought was right. His confréres and nonpro- 
fessional associates will greatly miss his genial person- 
ality. 

Dr. Anderson was a member of the American Med- 
ical Association, the Alumni Association of The Mayo 
Foundation, the Southern Minnesota Medical Associa- 
tion, the American Academy of Ophthalmology and 
Otolaryngology, the American Laryngological, Rhino- 
logical and Otological Society, the Minnesota Academy 
of Medicine and Sigma Xi. 

Dr. Anderson died at his home in Rochester, August 
10, 1937, of coronary thrombosis. 


subjects in 


Jacob Fowler Avery 
1873-1937 


R. JACOB FOWLER AVERY was born at Pougl- 

keepsie, New York, January 19, 1873. He graduat- 
ed from Central High School in Minneapolis in the class 
of 1892, and received his medical diploma from the 
medical school of the University of Minnesota in 1899. 
After serving his internship at the Minneapolis General 
Hospital, Dr. Avery practiced at Virginia from 1899 to 
1901, at Aitkin from 1901 until 1906, when he moved 
to Minneapolis. He retired from active practice in Min- 
neapolis in 1932 on account of coronary disease, and 
moved to La Jolla, California, where he died June 25, 


1937. 
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Dr. Avery was married June 4, 1902, to May L. Es- 
mond, who with one son, Esmond, of Detroit, Michigan, 
survive. 

During the World War, Dr. Avery was commissioned 
captain in the Medical Corps and entered active service 
August 27, 1917 at Fort Riley. He served as surgeon 
at Camp Lewis, Washington, for the 44th Infantry, and 
later for the 39th Field Artillery. He was ordered to 
Honolulu March 15, 1919, and discharged from Camp 
Dodge October 14, 1919, to the rank of Colonel in the 
Medical Reserve. 

Dr. Avery had for many years been a member of 
the Hennepin County Medical Society and upon retire- 
ment became an honorary member. He was also a 
member of the Minnesota State Medical and American 
Medical Associations. At one time he was a member 
of the Minnesota Society of Internal Medicine, and he 
was a fellow of the American College of Physicians. 
While practicing in Minneapolis he was a member of 
the staffs of Northwestern and Abbott hospitals. 


Frederick Hyde Bethune 


R. FREDERICK H. BETHUNE died at his home 
in Emo, Ontario, July 28, 1937. 

Dr. Bethune was the first doctor to practice in the 
Rainy River district west of Fort Francis, when he 
began practice at Emo in 1899. 

During the World War, Dr. Bethune served in 
France with the Canadian Army Medical Corps as 
captain with the 141st Battalion. 

Dr. Bethune is survived by his widow, two sons, 
Alex and Robert, and two daughters, Kathleen and 
Viola. 

In addition to practicing medicine, Dr. Bethune was 
greatly interested in mining, and in recent years oper- 
ated a fox farm at Emo. 


Frederick Chetlain Drenning 
1867-1937 


R. F. C. DRENNING, a resident for the past 

forty-five years of Duluth, died at his home July 
25, 1937, at the age of sixty-nine, from rupture of an 
iliac aneurysm. 

Born November 19, 1867, at Galena, Illinois, the son 
of Thomas G. and Adele Chetlain Drenning, Dr. Dren- 
ning attended school at Galena and received his medical 
degree from Northwestern Medical School in 1892. The 
same year he was licensed in Minnesota, when he lo? 
cated in Duluth. Besides being in general practice, he 
was Medical Director of the Modern Samaritans from 
1927 to 1931. 

Dr. Drenning was a member of the St. Louis County 
Medical Society, the Minnesota State and American 
Medical Associations, and a member of the staffs of 
St. Luke’s and St. Mary’s Hospitals. 

In 1912 Dr. Drenning married Eva Thayer Niles. 
One daughter, Verna Thayer Drenning, now Mrs. J. E. 
Brown of Duluth, resulted from the union. Following 
the death of Mrs. Drenning, he married in 1930 Ethel 
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H. Nelson, who, as well as two sisters, Cecile and Julia 
Drenning, both of Galena, Illinois, survive him. 

If the name of Dr. Drenning did not scintillate afar 
from the great cerebrum of Minnesota medicine 
and if his tongue was usually quiet at local meetings, 
his steady life at least, contributed much to the verte- 
bral structure of the profession. To more than this, 
few of us may aspire. If he had faults, they remained 
undiscovered by one who knew him well for many 
years. 

5. M. &. 





Martin Josef Fiala 
1903-1937 


R. FIALA, born in Copenhagen, Denmark, a grad- 

uate in 1929 of Western Reserve University in 
Cleveland, and associated in Dermatology and Genito- 
Urinary Diseases with the Duluth Clinic in Duluth since 
1930, died August 10, 1937, at Rochester, Minnesota, 
after an operation for a tumor at the base of the 
brain and overlying the fourth ventricle. 

Dr. Fiala was representative of that sturdy group 
of doctors who came in great numbers from the Scan- 
dinavian countries to this Northwest. Many more came 
in the decades preceding the beginning of this century 
than came later; and many were trained in medicine 
in their home country. They have left an indelible 
impress upon our medical traditions and they helped 
in a very great measure to advance the citizenship and 
political ideals of their countrymen in America. 

Yr. Fiala, representing a much younger group, came 
first to Baltimore following an international Scout 
meeting in Copenhagen. He was an active Scout at the 
time and mentioned to certain of the representatives 
from the United States his ultimate great desire to 
come to this country. Some of them invited him to 
come to Baltimore. The invitation accepted, he ap- 
peared within two years full of energy and explained 
to these Scout friends that it was his intention to re- 
main and study medicine. It happened that he had 
been efficiently trained in anatomy in his home country. 
His Baltimore friends found an opportunity for him 
to work with Professor T. Wingate Todd at Western 
Reserve in Cleveland. Depending almost entirely upon 
his own resources, he carried through with all the 
difficulties of language and a heavy curriculum in one 
of our best medical schools. 

He came to Duluth and served an internship at St. 
Luke’s Hospital. In 1929, he married Grace Fairchild, 
daughter of the late Dennison Fairchild and Mrs. 
Fairchild of Duluth. 

His death of an affliction that defied the greatest of 
medical skill for its alleviation leaves in his im- 
mediate family his wife and three young sons, Martin 
Josef, Dennison and John. Both of his parents are still 
living in Copenhagen as well as two brothers. He 
made friends everywhere. His passing is mourned by 
everyone, but particularly by the numerous Danes in 
northern Minnesota who found in him a sturdy trans- 
plant from the mother land. 
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Earl Jamieson 

1877-1937 

R. EARL JAMIESON, practicing physician and 

community leader in Walnut Grove for nearly 
thirty years, died July 17, at the age of sixty, from 
meningitis. 

Doctor Jamieson was born in Moline, Illinois, May, 
1877. He received his medical education at the Hahne- 
mann Medical College of Chicago and at the University 
of Illinois Medical School. He served his interneship 
at Cook County Hospital in Chicago and for some 
time thereafter served as physician for the Hull House 
Settlement in Chicago. In August, 1907, he moved to 
Walnut Grove, Minnesota, and had remained there in 
general practice ever since with the exception of seven 
months spent as captain in the Medical Corps of the 
United States Army at Travis, Texas. 

During his entire residence in Walnut Grove Doctor 
Jamieson served as a member of the school board. 
For six years he was chairman of the Board and the 
recently completed school building was largely the re- 
sult of his efforts. 

In 1915, married to Miss Mary Blanche 
Walker of Walnut Grove, who died a year later. In 
April, 1919, he was married a second time to Miss 
Hazel Jones of Mankato, who, together with their 
daughter, Doris, survives him. He is survived also by 
a brother, Guy Jamieson of Moline, Illinois, and by 
four sisters, Blanche Jamieson and Louise Alsterlund 
of Moline, Grace Jamieson of Ann Arbor, Michigan 
and Mrs. Lewis Weldt of East Falls Church, Virginia. 

The illness which caused his death followed a minor 
operation which he underwent a few days earlier for 
the removal of nasal polyps. 

Doctor Jamieson was a member of the American 
Medical Association, the Minnesota State Medical As- 


sociation and the Redwood-Brown County Medical So- 
ciety. 


he was 


Amos Leuty 
1868-1937 


R. AMOS LEUTY, a prominent and esteemed res- 

ident of Morris, Minnesota, where he had lived 
for thirty-four years, died very suddenly on June 24, 
1937, at the age of sixty-eight. 

Dr. Leuty was born in a log cabin in Marion County, 
Iowa, December 5, 1868, the youngest of a family 
of thirteen children. His father died when he was but 
two years old and he was reared for the most part 
in the homes of his older brothers until he was eighteen. 
At the age of nineteen he bought eighty acres of land, 
farmed for five years and made and saved money each 
year. 

At the age of twenty-four he started to school and 
took a business course at Highland Park College and 
then obtained his medical degree from Drake Univer- 
sity. When he was finally through school he owed 
less than $250 and owned 160 acres of land which was 
worth about $8,000. Starting with nothing, in ten 
years’ time he had obtained a medical education and 
had accumulated about $8,000. 
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When a youth, Dr. Leuty made a trip to South Da. 
kota in a covered wagon with one of his brothers anj 
saw surveyors deserting their work to dig into Indiay 
mounds. He became intensely interested and upon 
trying it himself he opened what proved to be the 
burial place of a chieftain. Collecting Indian relic; 
became from that time a lifelong hobby and he hag 
a wonderful collection. 

Dr. Leuty took a deep interest in many civic and 
fraternal activities in Morris. He served for twenty- 
one years on the school board and was for several 
years a member ot the city commission. He was a 
member of the Christian Church. He was also a mem- 
ber and Past Worshipful Master of the Golden Sheaf 
Lodge No. 133, A. F. and A. M., and a member and 
Past Worthy Patron of the Corinthian Chapter, No. 
a, &..S. 

Dr. Leuty was married to Irma Carter at De Soto, 
Iowa, October 14, 1896. Mrs. Leuty died June 3, 
1933. They are survived by one son, Dr. Robert Leuty 
of Morris and two daughters, Mrs. C. B. Thomas of 
Pipestone and Mrs. Edward G. Hirt of St. Cloud. 


Olaf I. Refsdal 
1877-1937 
R. OLAF I. REFSDAL of Hayfield, Minnesota, 
passed away on January 14, 1937, at Austin, Min- 
nesota. Some months ago, ill health forced his re- 
tirement from practice and he went to Austin to re- 
side with his daughter, Mrs. Melvin Lagervall. 

Born in Sogn, Norway, December 24, 1877, Dr. Refs- 
dal came to this country as a youth and lived with an 
uncle at Decorah, Iowa, while attending high school. 
He later attended Breckenridge College, Hamline Uni- 
versity, the summer schools of the University, and ob- 
tained his medical degree from Northwestern in 1910. 

In 1908 Dr. Refsdal was married to Sara Christlock 
of Wanamingo, Minnesota, and following his gradua- 
tion he began practice at Marine Mills, Minnesota. In 
1913 he moved to Hayfield where he has continuously 
practiced. 

Dr. Refsdal is survived by his widow and four 
daughters, Mrs. Melvin Lagervall of Austin, Mrs. 
George Rodger of Chicago, Mrs. John Wocdward of 
Austin, and Ellen who attends school in Austin. 

Dr. Refsdal was held in esteem by his many friends 
and patients in the locality where he had | practiced 
for twenty-three years. 





E. D. Stoddard 
R. E. D. STODDARD, formerly of Stewartville, 
Minnesota, died at his home in Los Angeles, Cali- 
fornia, May 28, 1937. 

Dr. Stoddard began practice in High Forest, Min- 
nesota, in 1875 and moved to Stewartville in 1890. He 
was in partnership with Dr. Frank Burns and estab- 
lished the drug firm of Stoddard and Wood. 

Dr. Stoddard was married at High Forest about 
1878, but had no children. He was eighty-seven years 
old at the time of his death, and had not been actively 
engaged in practice since moving to Los Angeles. 
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Telics Dr. B. Scodel of Saint Paul, has located in Maynard 
© had for the practice of medicine. 





.* © 
Drs John M. Adams has become associated as 


pediatrician with the Nicollet Clinic. 
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-veral * * * 
tude Dr. R. G. Swenson of Harris, has purchased the 
—_ practice of Dr. G. E. Schoofs of North Branch. 
heat x Kk x 
an . F , ‘ 2 
9 Dr. Donovan Penheiter is now associated with Dr. 
3 Leroy J. Larson of Bagley, in the practice of medicine. 
; x ok * 
ot F , ; 
. a Dr. Sam Levi has become associated with Dr. H. 
i A. Fasbender of Hastings, in the practice of medicine. 
“ 
¥ $ ¢ © 
: of 
Dr. O. F. Mellby of Thief River Falls, has recently 
completed his term of office as president of the Rotary 
Club. 
x *K * 

Dr. W. C. Ferguson of Fargo, North Dakota, has 
ta, located at Walnut Grove, Minnesota, for the practice 
> of medicine. 
re- “+ 2 
“e- , ’ 

Dr. W. G. Paradis, formerly superintendent and med- 
™ ical director of Sunnyrest Sanatorium, is planning to 
" enter private practice in Canton, Ohio. 

] x * * 

i- Dr. S. C. Jump, formerly of Madison Lake, has 
)- located at Kasson, taking over the practice of Dr. F. 
), D. Smith who recently moved to Rochester. 

k * * * 






Dr. W. G. Rogne, formerly of McClusky, North 
Dakota, has become associated with Drs. G. M. Hel- 
land and J. W. Helland of Caledonia, in the practice of 
medicine. 






*x* * * 






Dr. W. H. Rumpf, of St. Cloud, has announced his 
withdrawal from the St. Cloud Clinic and the estab- 
lishment of private offices for the practice of medicine 
and surgery. 






*x* * * 





Dr. Arthur A. H. Koepsell has begun practice at 714 
Lowry Medical Arts Building, Saint Paul, in association 
with Dr. James J. Swendson. His practice is limited to 
obstetrics and gynecology. 

* ¢ * 

Dr. Sam Leonard will leave the latter part of Sep- 
tember for Cook County Graduate School of Medicine, 
where he will take postgraduate work in surgery. He 
will return in six months. 

e * 

Dr. Earl Jamieson has returned to Brainerd after 
spending several months in Chicago, where he did eye, 
ear, nose and throat surgery at the Cook County Hos- 
pital and at the University of Illinois. 











* 
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Dr. Joseph J. Stratte of Grand Forks, North Da- 


kota, will be in Hallock, Minnesota, on Saturdays and 


Sundays for the convenience of his patients. Dr. 
Stratte formerly was located at Hallock. 
* * * 


Dr. A. V. Denman of Mankato, is planning to hunt 
big game in Alaska, following a trip which he and 
Mrs. Denman, Dr. and Mrs. J. S. Holbrook and Dr. J. 
A. Hielscher, are taking to Fairbanks, Alaska. 


* * * 


Dr. Ralph T. Knight, Minneapolis, has completed a 
period of fifteen months devoted to the study of region- 
al and general anesthesia at the Mayo Clinic and has 
resumed practice at 1543 Medical Arts Building. 

* * x 


Dr. Charles Vandersluis of Bemidji, has moved into 
his new offices, known as the Dr. Charles Vandersluis 
Medical Building. In the new building are contained 
the office, consultation rooms, treatment rooms and 
laboratory, all on the street level. 

e«* @ 

Dr. C. C. Erickson, formerly of Strong Memorial 
Hospital in Rochester, was recently married to Miss 
Bernice Katherine Peck, daughter of Dr. and Mrs. L. 
D. Peck of Hastings. Dr. Erickson is now affiliated 
with Duke University, at Durham, North Carolina. 


* * * 


Dr. Kenneth L. Nelson of Minneapolis, has become 
associated with the staff of the Willmar Hospital Clinic 
in the practice of medicine and surgery. Dr. Nelson 
graduated from the University of Minnesota medical 
school, and served his internship at Miller Hospital in 


Saint Paul. 


x * * 


Dr. E. W. Wahlberg, of Isle, has moved to Morgan, 
where he will be associated in practice with Dr. William 
k. Johnson. Dr. Donald M. Brink, of Minneapolis, a 
graduate of the University of Minnesota medical school, 
has made arrangements to take over Dr. Wahlberg’s 


practice at Isle. 


*x* * * 


Dr. Edward C. Rosenow, Sr., Rochester, has re- 
ceived the James E. Stacey award of the University 
of Cincinnati, consisting of a gold medal and $100 for 
recent establishment of the relation of infections in the 
tonsils to certain spasmodic diseases such as chronic 


hiccup and _ torticollis. 


* * * 


Announcement has been received of the marriage of 
Dr. George Sather, son of Dr. and Mrs. Allen Sather 
of Fosston, to Miss Esther Putnam Lewis of Minot, 
North Dakota. Dr. and Mrs. Sather will make their 
home in Fosston, where Dr. Sather will be associated 
in practice with his father. 
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Dr. Russell Aanes, son of Dr. A. N. Aanes of Red 
Wing, has taken over the medical offices of Drs. Nil- 
ander and Addington at Ellsworth, Wisconsin. He will 
also have charge of the Ellsworth Hospital. Dr. 
Aanes graduated from the University of Minnesota 
medical school a year ago and served his internship at 
General Hospital, in Minneapolis. 

* *k * 


Dr. Karl E. Sandt, recently House Surgeon in Oph- 
thalmology at the Manhattan Eye, Ear, Nose and 
Throat Hospital, New York, and Dr. Charles E. Stan- 
ford, recently Teaching Fellow in Ophthalmology at the 
University of Minnesota Medical School, have become 
associates with Dr. John F. Curtin and Dr. Lawrence 
R. Boies at 1631 Medical Arts Building, Minneapolis. 

“sé * 

The fifth season of broadcasting by the American 
Medical Association will begin this fall over the 
National Broadcasting Company hookup. This season 
the program will be addressed particularly to teach- 
ers and junior and senior high schools, and will come 
during school hours so it may be utilized directly in 
the thousands of schools which have radios reaching 
the class rooms. 

* * x 


Dr. W. E. Anderson of Saint Paul, has become as- 
sociated with Dr. O. F. Mellby of Thief River Falls, 
in the practice of general medicine. Dr. Anderson grad- 
uated from the University of Minnesota medical school 
in 1933 and served his internship at St. Luke’s Hospital 
in Kansas City, Missouri. He also spent a year at the 
Kansas City General Hospital, and the past year at the 
Midway Hospital in Saint Paul. 


* * * 


At the New York World’s Fair to be held in 1939 
there will be a medical and health building to cost 
$425,000, with a floor space of 81,871 square feet, to be 
devoted to exhibits especially chosen for the enlighten- 
ment of the average man. Sections will be devoted to 
anatomy and physiology, diseases and public health. Dr. 
Victor Heiser has been appointed chairman of the 
General Advisory Committee composed of 101 national, 
state and local authorities on medicine and public health 
which will plan the exhibits. 


* * * 


A Duluth naval reserve hospital unit for emergency 
in the event of war, riot or disaster, has been organ- 
ized by Dr. Gage Clement, upon the request of Com- 
mander A. O. Robideau of Duluth. 

Physicians who have been appointed heads of de- 
partments include Dr. P. S. Rudie, surgery; Dr. D. 
W. Wheeler, medicine; Dr. M. H. Tibbetts, ortho- 
pedics; Dr. Walter E. Hatch, genito-urinary surgery; 
Dr. M. F. Fellows, eye, ear, nose and throat; Dr. L. 
R. Gowan, nervous and mental diseases; Dr. Arthur H. 
Wells, pathology; Dr. George W. Lawson, dentistry, 
and Dr. Gage Clement, radiology. 

All of the physicians are commissioned officers in the 
naval reserve corps. 
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HOSPITAL NOTES 





——— 


Dr. W. H. Valentine of Tracy, is planning to build a 
new $75,000 modern fire-proof 30-bed hospital. 


* * * 


The new detention unit of the State Hospital at St 
Peter has now been completed, and approximately 60 
patients have been moved into the new unit. 


* * * 


St. Barnabas Hospital, Minneapolis, announces 
the installation of 400,000-volt Kelley-Koett X-Ray 
Therapy equipment for the treatment of malignant tu- 
mors and other conditions for which this type of ther- 
apy is advisable. 

Unique features of this installation are as: follows: 

There is complete protection against electrical shock. 

The patient is protected by the x-ray proof construc- 
tion of the treatment unit. 

The x-ray tube is immersed in oil. 

The transformer and x-ray tube are constructed in 
one unit. 

The patient is in constant communication with the 
operator by two-way radio phone. 

Treatments are given in large air-conditioned rooms 
which assures greater comfort for the patients. 


All treatments are given under supervision of Russell 
W. Morse, M.D., and Ames W. Naslund, M.D. 





TREATMENT OF STREPTOCOCCIC 
INFECTIONS WITH SULFANILAMIDE 


Sulfanilamide is the nonproprietary term adopted by 
the Council on Pharmacy and Chemistry’ for para- 
aminobenzenesulfonamide. A report has not been is- 
sued yet by the Council on the acceptability of the 
preparation. Long and Bliss have supplemented their 
preliminary report on the use of sulfanilamide and its 
dye derivative, the disodium salt of 4’-sulfamidophenyl- 
2-azo-7-acetylamino-1-hydroxynaphthalene-3, 6-disulfon- 
ic acid (Prontosil) in the treatment of streptococcic 
infections by more extended publication. They were 
able to confirm in part the reports of European in- 
vestigators regarding the efficacy of sulfanilamide and 
its chemical derivatives in the treatment of beta-hemo- 
lytic streptococcic infections in mice. These authors 
also report the results of treatment of seventy per- 
sons ill with infections due to beta-hemolytic strep- 
tococci. It seems logical to believe, they state, that 
the prompt recognition of thé nature of hemolytic 
streptococcic infection plus the adequate administra- 
tion of the specific chemotherapeutic agents will great- 
ly lessen mortality and duration of illness. (J.A.M.A., 
March 20, 1937, p. 976.) 
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° REPORTS and ANNOUNCEMENTS o 





— 


MEDICAL BROADCAST FOR SEPTEMBER 


The Minnesota State Medical Association Morning 
Health Service 


The.Minnesota State Medical Association broadcasts 
weekly at 9:45 o'clock every Saturday morning over 
Station WCCO, Minneapolis and Saint Paul (810 kilo- 
cycles or 370.2 meters). 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. The program for the 
month will be as follows: 

September 4—Diphtheria and Smallpox 

September 11—Duodenal Ulcer 

September 18—Insomnia 

September 25—Cancer of the Mouth 





AMERICAN HOSPITAL ASSOCIATION 


The thirty-ninth annual convention of the American 
Hospital Association will meet at Atlantic City, Sept- 
ember 13 to 17, 1937. 

A comprehensive program will include such subjects 
as nursing, dietetics, social administration, 
trustees, group hospitalization, et cetera, and there will 
be displayed some 200 technical exhibits. 

Administrative and professional personnel of all hos- 
pitals are invited to attend. 


service, 





ASSOCIATION OF MILITARY SURGEONS 


The forty-fifth annual convention of the Association 
of Military Surgeons of the United States will be held 
at the Ambassador Hotel, Los Angeles, October 14, 15 
and 16, 1937. 

The opening session October 14 will be addressed by 
the president, Rear Admiral P. S. Rossiter, Surgeon 
General of the Navy, and the following scientific pro- 
gram will be presented: 

“Fleet Medicine.” Capt. George A. Cottle, M.C., U. 


S. Navy. 

“Eyes in Aviation.” Maj. J. S. Chase, M.C., U. S. 
Army, Ret. 

“Ears in Aviation.” Lt. Col. I. H. Jones, Med. Res. 
U. S. Army. 

“The Training of Medical Officers in a Major War 
Emergency.” Col. Charles Decker, U. S. Army (D.E. 
0.), Ret. ‘ 


“Physiotherapy in the Next War.” Capt. Leroy Low- 
man, Med. Res. U. S. Army. 

“Modern Typhoid Treatment.” 
Bower, MC-V (S) U. S. N. R. 

“Hospital Ships in the World War: 
Learned from Them.” 


Lt. Comdr. Albert G. 


Lessons to be 
Capt. Lucius Johnson, M.C., U. 


S. Navy. 

“Anesthesia in Shock.” Lt. Albert Wineland, MC-V 
(S) U.S. N. R. 

“Submarine Medicine.” Lt. A. R. Behnke, M.D., U. 
S. Navy. 
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“Emergency Plastic Surgery.” Chairmen’s Address. 
Lt. Comdr. Howard L. Updegraff, MC-V (S) U. S. 


N. EB. 

“The Blood Sedimentation Rate in Dental Infec- 
tions.” Comdr. C. V. Rault, D. C., U. S. Navy. 

“The Medical Specialists Units, U. S. N. R.” Comdr. 
Albert Soiland, MC-V (S) U. S. N. R. Ret. 

“Surgical Treatment of Low Back Pain.” Guest 


Speaker. 
Army. 


Col. Howard Naffziger, Med. Res. U. S. 





MISSISSIPPI VALLEY MEDICAL SOCIETY 


The third annual meeting of the Mississippi Valley 
Medical Society will be held at Quincy, Illinois, Sep- 
tember 29, 30, and October 1. A most ambitious pro- 
gram has been arranged consisting of forty-eight teach- 
ers and clinicians who will give over sixty lectures 
and demonstrations in the three-day intensive session. 

The first day will be an All-St. Louis program with 
eighteen clinicians on the program; on the second day 
there will be groups from Rochester and Chicago; on 
the third day the speakers will come from a wide ter- 
ritory. An innovation this year will be two short 
courses of instruction, (four hours each)—one on 
“Surgery of the Neck” by Dr. Lindon Seed, Associate 
Professor of Surgery, University of Illinois College of 
Medicine and another “interpretation of Clinical Lab- 
oratory, Findings” by Dr. M. Pinson Neal, Professor 
of Pathology, University of Missouri School of Med- 
icine. 

At the annual banquet to be held on September 30, 
the speakers will consist of Dr. R. K. Packard, Pres- 
ident, Illinois State Medical Society; Dr. D. S. Conley, 
President, Missouri State Medical Society and Dean 
of the University of Missouri School of Medicine; Dr. 
E. M. Myers, President of the Iowa State Medical 
Society; and Rev. A. M. Schwitalla, Ph.D., Dean of St. 
Louis University School of Medicine. There will be 
large technical and scientific exhibits. A complimentary 
stag supper will be given on September 29. 

The meeting is open to all ethical physicians. A 
detailed program may be obtained from Dr. Harold 
Swanberg, Secretary, 209-224 W. C. U. Building, Quin- 
cy, Illinois. 





PAN AMERICAN MEDICAL ASSOCIATION 


The Association has chartered the S. S. Queen of 
Bermuda for its seventh cruise congress to Havana and 
the West Indies. The Bermuda sails January 15, 
1938, from New York, returning the morning of Jan- 
uary 31. 

The Bermuda will serve as hotel for members dur- 
ing the five-day stay at Havana where scientific sessions 
with clinics will be held for three days for the various 
medical and dental specialties. Meetings will also be 
arranged at the other ports of call: Port-au-Prince, 
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Haiti; Trujillo City, Santo Domingo, and San Juan, 
Puerto Rico. The proposed trip offers attractions of 
scientific value as well as social contacts and relaxation. 

Applications may be made to the Pan American 
Medical Association, 745 Fifth Avenue, New York 
City. 


RESERVE OFFICERS’ TRAINING COURSE 


The ninth annual training course for Medical Depart- 
ment reservists of the Army and Navy will be held at 
the Mayo Foundation, Rochester, Minnesota, October 
3 to 16, 1937. 

This training course was first inaugurated by the 
Seventh Corps Area at the request of the Mayo Foun- 
dation to give training in military medicine to the 
young medical men connected with the foundation. 
Other reserve officers requested permission to enroll 
and to take advantage of the opportunity to attend the 
clinical presentations during the morning hours. Such 
permission was granted and attendance has become so 
increasingly popular that it is now necessary to limit 
enrollment. 

The program will follow the plan of past years. The 
morning hours will be devoted entirely to professional 
work in special clinics and stuy groups. Officers in at- 
tendance may select the course they wish to follow 
from the wide variety of presentations offered. The 
afternoon and evening will be devoted to a medico- 
military program under the direction of the Surgeon 
of the Seventh Corps Area (Army) and the Surgeon 
of the Ninth Naval District (Navy). 

This training is on an inactive duty status and is 
without expense to the government. Enrollment is open 
to all Army and Navy reservists of the Medical De- 
partments in good standing. Applications should be 
submitted to the Surgeon of the Seventh Corps Area, 
Omaha, Nebraska, or to the Surgeon of the Ninth 
Naval District, Great Lakes, Illinois. 
limited to two hundred. 

The Surgeons General of the Army and Navy have 
signified that they will attend and it is believed that 
the Surgeon General of the Public Health Service will 
also appear on the program. 


Enrollment is 


Kent NELSON, 
Colonel, Medical Corps, Surgeon. 





POSTGRADUATE MEDICAL INSTITUTES 
UNIVERSITY OF MINNESOTA 


1937-1938 


The Center for Continuation Study of the University 
of Minnesota in codperation with the Medical and 
Graduate Schools and the Minnesota State Medical As- 
sociation will offer a series of postgraduate medical 
courses for practicing physicians from October, 1937, 
to May, 1938, inclusive. Each course will start the 
first Monday of the month and last one week. 


Place 


The didactic lectures and demonstrations will be given 
in the special class rooms of the Center for Continua- 
tion Study on the Campus where the postgraduate 
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physicians stay; the clinics will be held in the wards 
of the University of Minnesota Hospitals, Minneapolis 
General Hospital, Ancker Hospital, Saint Paul, and 
affiliated institutions. 


Faculty 


The faculty will be selected from the Medical School, 
the medical division of the Graduate School of Min. 
neapolis and Rochester, Minnesota, the membership of 
the Minnesota State Medical Association and clinicians 
from other medical centers. 


Registration 


Any licensed physician who is a member of a 
county or state association or of the American Medical 
Association may register for the courses. Registration 
of physicians residing outside of Minnesota is wel- 
comed. Each course will occupy the full time of the 
physician from Monday to Saturday, inclusive. Part 
time registration may be accepted in special instances, 
but only after special arrangement in advance. 


Room and Board 


Postgraduate physicians should plan on living in 
the dormitory of the Center for Continuation Study. A 
double room with bath may be obtained for $6.25 a 
week for each person; a single room without bath 
for the same price. Other rates are accordingly low. 
Postgraduate physicians may bring their wives or 
other members of the family and live in the Center 
Building for the week. The dining room is located in 
the same building. Breakfast is 35 cents, luncheon 45 
cents and dinner 65 cents. A large parking garage is 
located in the same building. Day time parking is 20 
cents; 24 hour parking is 50 cents. The class rooms, 
also located in the building, are commodious and well 
arranged. One of the unique features of Minnesota’s 
contribution to adult education is this building said to 
be the only one of its kind in this country 

Tuition 

The tuition for the first course from October 4 to 9, 
is $25.00. The registration fee of $3.00 should be sent 
in advance in order to secure a place. Although the 
registration fee cannot be refunded, it will be applied on 
the tuition when the physician reports for class work. 
The tuition for each course will be announced in ad- 
vance. 

Disease of the Heart 


With the codperation of the Heart Committee of 
the Minnesota State Medical Association a_ special 
course in Disease of the Heart has been arranged for 
October 4 to 9, inclusive. It is planned primarily for 
those physicians who wish to know about the prac- 
tical aspects of the diagnosis and treatment of disease 
of the heart and who do not have extraordinary facil- 
ities for the study of cardiac patients. Although em- 
phasis will be placed on the clinical side, important 
contributions will be made by members of the Depart- 
ments of Anatomy, Bacteriology, Pathology, Physiology 
and Pharmacology. The clinics will be held in the 
wards of the University of Minnesota Hospitals, Min- 
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neapolis General Hospital, Ancker Hospital, Saint Paul, 
and the Lymanhurst School for Rheumatic Children. 
Every variety of heart disease will be demonstrated, and 
each physician will be given an opportunity to examine 
the patients and discuss the treatment with the clinicians. 
Electrocardiographic methods and other refinements .of 
diagnosis which have been developed in recent years 
will be described and demonstrated. 
Certificate 

Certificate of attendance will be issued by the 
University of Minnesota upon recommendation of the 
Chairman of the Institute and the Director of the 
Center for Continuation Study. 


Advanced Registration 


Please write at once if you are interested in the 
course on Disease of the Heart. The most successful 
of last year’s courses were those in which the Univer- 
sity learned in advance of the formation of the pro- 
grams, the wishes of the physicians who planned to 
attend. 

Future Courses 

If you plan on taking any postgraduate work this 
year consider the possibilities at the University of 
Minnesota. We have tentatively planned a number of 
subjects, but we will be guided entirely by the desires 
of our physicians as to the final selection and content. 


Information 


Address all correspondence to the Director or Dr. 
William A. O’Brien, Medical Representative, Center for 
Continuation Study, University of Minnesota, Min- 
neapolis. Physicians planning on coming during the 
Football Season should make their own arrangements 
for tickets with the Athletic Ticket Office. 


AMERICAN UROLOGICAL ASSOCIATION 


With a total of 856 persons registered, the thirty- 
fourth annual meeting of the American Urological 
Association, held June 28-July 1 in Minneapolis, 
achieved the distinction of being the largest conven- 
tion ever held by that organization. 

A special train from Chicago to Minneapolis brought 
the eastern and southern members who were able to 
make connections at that point and added to the en- 
joyment of the occasion. 

The scientific program was an outstanding one, 
featuring the Guiteras Lecture given this year by Dr. 
William F. Braasch of Rochester, Minnesota, who 
spoke on “Clinical Data with Chronic Pyelonephritis,” 
and the presidential address of Dr. Gilbert J. Thomas 
of Minneapolis, who presented a paper on “The Treat- 
ment of Renal Tuberculosis.” The program was divided 
into three symposia on hydronephrosis, renal tumors, 
and chronic prostatitis. 

Among the papers given at the meeting, five others 
were presented by Minnesotans. These were: “A Plastic 
Operation for Stricture at the Uretero-Pelvic Junc- 
tion,” Dr. Frederic E. B. Foley of St. Paul; “Operative 
Results in Hydronephrosis,” Drs. Waltman Walters, 
Hugh Cabot, and James T. Priestley of Rochester; 
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“The Effects of Sudden Emptying of the Chronically 
Distended Bladder,” Dr. Charles D. Creevy of Min- 
neapolis; “Classification of Renal Tumors,” Dr. Elex- 
ious T. Bell of Minneapolis; “The Relationship of 
Lesions of the Nose, Throat, Accessory Sinuses and 
the Eye to Chronic Pyogenic Prostatis,” Dr. Walter K. 
Haven of Minneapolis. 

The sixty scientific exhibits exceeded in interest and 
number the displays of the previous meetings. Three 
were awarded prizes. First prize was given to Dr. 
Rubin H. Flocks of Iowa City, Iowa, for his display 
on “Arterial Distribution within the Prostate Gland”; 
second prize to Drs. Alexander Randall and Edward 
Campbell of Philadelphia, for “Origin of Renal Cal- 
culi”; third prize to Drs. Coller, Maddock, and Win- 
slow of Ann Arbor, Michigan, for “Water Balance 
in Surgery.” Honorable Mention was given to Dr. 
Frederic E. B. Foley of St. Paul for his exhibit on 
“Evolution of Pelvic-Uretero-Plastic Surgery.” 

Entertainment had been provided for the visitors, and 
Golf Day, on Monday, June 28, proved to be an out- 
standing event. Under the direction of Dr. John M. 
Culligan of Saint Paul, a Calcutta sweepstake was ar- 
ranged. The gold cystoscope, a prize awarded annually, 
was given to Dr. John B. Lownes of Philadelphia, while 
the first cash prize for winning the Calcutta went to 
Dr. Stanley Maxeiner of Minneapolis. 

While the men attended the scientific sessions, a 
special program had been arranged for the women. 
This included a tour of Minneapolis, Saint Paul, and 
the Minnetonka area with visits to the beautiful gar- 
dens in that district. Dr. H. E. Diessner of Minneapolis, 
and Dr. Philip F. Donohue of Saint Paul had charge 
of the Women’s Entertainment Committee. 

The leading entertainment feature of the meeting 
for the members and their families was the Ice Car- 
nival presented in the Saint Paul Auditorium on 
Tuesday evening. The various amateur skating num- 
bers were skillfully presented, and were dedicated to 
prominent members and officers of the Association. 

The annual banquet was an event of Wednesday eve- 
ning, being held in the Radisson Hotel, Minneapolis, 
preceded by the President’s reception. 

Many private social affairs were given for the mem- 
bers during their visit, and all of these events con- 
tributed to the general “holiday spirit.” 

On Thursday evening, special train took the members 
and their families to Rochester, where Friday was 
spent enjoying the special program arranged at the 
*Mayo Clinic under Dr. William F. Braasch. At this 
time, Dr. William Mayo spoke to the delegates. Friday 
evening, the special train continued to Chicago, for those 
who were “homeward bound.” 

Officers of the Association elected during the meet- 
ing were: President, Dr. David W. MacKenzie, Mon- 
treal; President-Elect, Dr. Edgar Ballenger, Atlanta; 
Past-President, Dr. Gilbert J. Thomas, Minneapolis; 
Secretary, Dr. Clyde L. Deming, New Haven; Treas- 
urer, Dr. James B. Cross, Buffalo. 

Members of the Arrangements Committee who 
worked hard to make the meeting a success were: Dr. 
Franklin R. Wright, Honorary Chairman; Dr. Oscar 


617 








REPORTS AND ANNOUNCEMENTS 


Owre, Vice-Chairman; Dr. Frederic E. B. Foley, Vice- 
Chairman; Dr. Ernest L. Meland, Secretary-Treasurer ; 
Dr. Charles D. Creevy, in charge of the Scientific Ex- 
hibits; Dr. A. G. Wethall, in charge of Rail and Water 
Transportation; Dr. William F. Braasch, Dr. Philip F. 
Donohue, Dr. John M. Culligan, Dr. Richard B. Hull- 
siek, Dr. Walter B. Sexton; Dr. George Earl in charge 
of the Technical Exhibits; Dr. Hjalmer Simons; Dr. 
Theodore L. Stebbins in charge of Hotel Arrangements ; 
Dr. Theodore H. Sweetser in charge of Motor Trans- 
portation; Dr. H. A. Diessner in charge of Women’s 
Entertainment; Dr. Gilbert J. Thomas in charge of 
Entertainment. 


INTER-STATE POSTGRADUATE 
MEDICAL ASSOCIATION 


The International Assembly of the Inter State Post- 
graduate Medical Association of North America, under 
the presidency of Dr. John F. Erdmann of New York, 
will be held in the beautiful new public auditorium of 
St. Louis, Missouri, October 18, 19, 20, 21 and 22, with 
pre-assembly clinics on Saturday, October 16, and post- 
assembly clinics, Saturday, October 23, in the hospitals 
of St. Louis. 

The aim of the program committee, with Dr. George 
Crile as chairman, is to provide for the medical pro- 
fession of North America an intensive postgraduate 
course covering the various branches of medical science. 
The program has been carefully arranged to meet the 
demands of the general practitioner, as well as the 
specialist. Extreme care has been given in the selection 
of the contributors and the subjects of their contribu- 
tions. 

The St. Louis Medical Society will be host to the 
Assembly and has arranged an excellent list of com- 
mittees who will function throughout the Assembly. 

A most hearty invitation is extended to all mem- 
bers of the profession who are in good standing in 
their State or Provincial Societies to be present. A 
registration fee of $5.00 will admit each member to 
all the scientific and clinical sessions. 

For further information, write Dr. W. B. Peck, Man- 
aging Director, Freeport, Illinois. 


PROGRAM 


October 18, 19, 20, 21, 22, 1937 


Pre-assembly clinics, October 16; Post-assembly 


clinics, October 23, St. Louis Hospitals. 
ST. LOUIS MISSOURI 


Monday, October 18 
8:00 A.M. 


Diagnostic Clinic: “Cosmetic Results in the Treatment 
of Cancerous Skin Lesions.” 
Dr. JosepH ELer, Professor of Clinical Derma- 
tology and Syphilology, New York Postgraduate 
— School, Columbia University, New York, 


Diagnostic Clinic: “Hypertensive Heart Disease, Mani. 
festations, Diagnosis, Treatment.” 

Dr. Frep M. Smitrn, Professor of Theory and 
Practice of Medicine, State University of Iowa 
College of Medicine, Iowa City, Iowa. 

Diagnostic Clinic: “Deficiency Diseases.” 

Dr. Russect L. Hapen, Chief of Medical Division, 

Cleveland Clinic, Cleveland, Ohio. 


Intermission to Review Exhibits 


Diagnostic Clinic: “The Symptoms and Treatment of 
Injuries of the Spinal Cord.” 

Dr. Loyat Davis, Professor of Surgery, North- 
western University School of Medicine, Chicago, 
Illinois. 

Diagnostic Clinic: “Types of Obesity and Their Treat- 
ment.” 

Dr. REGINALD Fitz, Associate Professor of Medi- 
cine, Boston University Medical School, Boston, 
Mass. 


Noon Intermission 
1:00 P.M. 


Diagnostic Clinic: “Surgical Treatment of Peptic UI- 
cer.” 

Dr. Donatp C. Batrour, Professor of Surgery, 
University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minn. 

Address: “Ulcerative Colitis and Its Surgical Manage- 
ment.” ; 

Dr. RicHArp B. CattTett, Lahey Clinic, Boston, 
Mass. 

Address: “The Roentgen Treatment of Infections.” 

Dr. FrepertcK M. Hopces, Professor of Clinical 
Radiology, Medical College of Virginia, Rich- 
mond, Va. 


Intermission to Review Exhibits 


Address: “Meningitis Secondary to Disease of the 
Bones of the Skull.” 
Dr. Wetts P. Eacieton, Newark, New Jersey. 
Address: “The Treatment of Urinary Infections in In- 
fants and Children.” 

Dr. JoHn R. Cautk, Professor of Clinical Genito- 
Urinary Surgery, Washington University School 
of Medicine, St. Louis, Mo. 

Address: “Prenatal Care.” 

Dr. Otto H. ScHwarz, Professor of Obstetrics and 
Gynecology, Washington University School of 
Medicine, St. Louis, Mo. 

Address: “Granulomatous Lesions of the Intestines.” 

Dr. CLaupe F. Dixon, Assistant Professor of Sur- 
gery, University of Minnesota Graduate School 
of Medicine, Mayo Clinic, Rochester, Minn. 


Dinner Intermission 
7:00 P.M. 


Address: “Recent Advances in the Field of Abdominial 
Surgery.” 

Mr. W. HucH Cowie Romants, F.R.C.S., Surgeon 
to St. Thomas Hospital, London, England. 
Address: “The Influence of Drugs upon the Physiology 

of the Failing Heart.” 

Dr. Maurice B. VisscHER, Professor of Physiology 
and Head of the Department, University of Min- 
nesota Medical School, Minneapolis, Minn. 

Address: “The Mechanism and Treatment of Conges- 
tive Heart Failure.” 

Dr. Trnstey R. Harrison, Associate Professor of 
Medicine, Vanderbilt University School of Medi- 
cine, Nashville, Tenn. 
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“The Diagnostic Significance of Abdominal 


Address : 
Pain.’ 
Dr. FrepERICK J. Katteyer, Clinical Professor of 


Medicine, Jefferson Medical College, Philadel- 


phia, Pa. 


\ddress: “Carcinoma of the Stomach.” 

“Dr. WALTMAN WALTERS, Professor of Surgery, 
University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minn. 


“Chronic Prostatitis.” 


Dr. Cyrus E. Burrorp, Professor of Urology, St. 


Louis University School of Medicine, St. Louis, 
Mo. 
Tuesday, October 19 
8:00 A.M. 
Diagnostic Clinic: “The Effects of General Infection 


on the Nervous System of Children.” 
Professor of 


Dr. Bronson CRoTHERS, Assistant 
Pediatrics, Harvard University Medical School, 
Boston, Mass. 

Diagnostic Clinic: “Spastic Paralyses.” 


Dr. ALAN pEForest SmitH, Clinical Professor of 
Orthopedic Surgery, Columbia University College 
of Physicians and Suregons, New York, N. Y. 


Diagnostic Clinic: (Subject to be supplied). 


Dr. Dean D. Lewis, Professor of Surgery, Johns 
Hopkins University School of Medicine, Balti- 
more, Md. 


Intermission to Review Exhibits 
Diagnostic Clinic: “Pitfalls in the Diagnosis of Acute 
Abdominal Conditions.” 
Dr. Aton OcHSNER, Professor of Surgery, Tulane 
University of Louisiana School of Medicine, New 
Orleans, La. 


Diagnostic Clinic: “Various Types of Edema and Their 
Treatment.” 


Dr. Davin P. Barr, Busch Professor of Medicine, 


Washington University School of Medicine, St. 
Louis, Mo. 
Noon Intermission 
1:00 P.M. 
Diagnostic Clinic: “The Management of Compound 
Fractures of the Extremities.” 
Dr. Joun J. MoornHeap, Professor of Clinical Sur- 
gery, New York Postgraduate Medical School, 


Columbia University, New York, 


Address: “Migraine.” 

Dr. THomas Ceci. Hunt. St. Mary’s Hospital, 
London, England. 

—: “Cicatrizing Enteritis—A Neglected Clinical 

Entity.” 

Dr. Exttiotr C. Cutter, Moseley Professor of 
Surgery, Harvard University Medical School, 
Soston, Mass. 

Intermission to Review Exhibits 
Address: “The Problem of Ocular Tuberculosis.” The 


Joseph Schneider Foundation Presentation. 
Dr. ALAN C. Woops, Acting Professor of Ophthal- 


mology, Johns Hopkins University School of 
Medicine, Baltimore, Md. 
Address: “Combined Abdomino- perineal Resection for 


Carcinoma of the Rectum.” 
~ caeee E. Jones, Cleveland Clinic, Cleveland, 
10, 
Address : “E carly Diagnosis and Treatment of Cancer of 
the Cervix.” 
Dr. Joun R. Fraser, Professor of Obstetrics and 
Gynecology, McGill University Faculty of Medi- 
cine, Montreal, Canada. 
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Address: (Subject to be assigned). 
Dr. Marton L. Kiinerer_ter, St. Louis, Missouri. 
Dinner Intermission 
7:00 P.M 
Address: “Growth Disturbances of the Pelvis and 


Femur Resulting from Diseases of the Hip Joint.” 
Dr. DaAtitas B. PHEmisTER, Professor of Surgery, 
University of Illinois College of Medicine, Chi- 
cago, II. 
Address: “The Post Hoc Ergo Propter Hoc Fallacy 
in Medicine.” 
Dr. Ropert D. 
Therapeutics, 
Medicine, Toronto, 


Emeritus of 
Toronto Faculty of 


Rupo.r, Professor 
University of 
Canada. 


Address: “Allergy as Related to the Otolaryngologist.” 
Dr. Harotp G. Tosey, Boston, Massachusetts. 
Address: “Newer Methods in the Medical Treatment of 


Peptic Ulcer.” 


Dr. Horace W. Soper, St. Louis, Missouri. 
Address: “Subdural Hematoma.” 
Dr. Ertc Ovpperc, Professor of Neurology and 


Neurological Surgery, University of Illinois Col- 
lege of Medicine, Chicago, III. 
Address: “Toxemias of Pregnancy.” 
Dr. NicHo.tson J. EASTMAN, Professor of Obstet- 


rics, Johns Hopkins University School of Medi- 
cine, Baltimore, Md. 
Wednesday, October 20 
8:00 A.M. 
Diagnostic Clinic: “Hay Fever.” 

Dr. J. Harvey Brack, Professor of Preventive 
Medicine, Baylor University College of Medicine, 
Dallas, Texas. 

Diagnostic Clinic: “Newer Methods of Vascular Sur- 
gery.” 

Dr. Wayne Bascock, Professor of Surgery and 
Clinical Surgery, Temple University School of 
Medicine, Philadelphia, Pa. 


Diagnostic Clinic: “Bronchiectasis and Certain Phases 


of Tuberculosis.” 


Dr. CHARLES R. Austrian, Associate Professor of 
Medicine, Johns Hopkins University School of 
Medicine, Baltimore, Md. 


Intermission to Review Exhibits 
Diagnostic Clinic: “Dyspepsia, Organic Reflex and 
Functional.” 

Dr. Water C. ALvArEz, Professor of Medicine, 
University of Minnesota, The Mayo Foundation, 
Rochester, Minn. 

Diagnostic Clinic: “Syphilis of the Central Nervous 
System.” 


Dr. Leon H. Cornwati, Associate Professor of 
Neurology, Columbia University a of 
Physicians and Surgeons, New York, N. 

. Noon Intermission 
1:00 P.M 


Diagnostic Clinic: “Abdominal Pain.” 

Dr. Irvin ABELL, Clinical Professor of Surgery, 
University of Louisville School of Medicine, 
Louisville, Ky. 

Address: “Drugs in the Treatment of Heart Disease.” 

Dr. Rosert L. Levy, Professor of Clinical Medicine, 
Columbia University College of Physicians and 
Surgeons, New York, 

Address: “Diagnosis and Tecetateet of Brain Abscess.” 

Dr. Water E. Danpy, Adjunct Professor of 
Neurological Surgery, Johns Hopkins University 
School of Medicine, Baltimore, Md. 

Intermission to Review Exhibits 


619 





REPORTS AND ANNOUNCEMENTS 


Address: (Subject to be supplied). 
Dr. CHartes H. Mayo, Mayo Clinic, Rochester, 
Minn. 


Address: “X-ray Treatment of the Pituitary Gland.” 
Dr. Merritt C. SosMAn, Assistant Professor of 
Roentgenology, Harvard University Medical 
School, Boston, Mass. 


Address: “Water Balance in Surgical Patients with 
Special Reference to Pre-and Post-operative Manage- 
ment.” 

Dr. FReperIcK P. Corer, Professor of Surgery, 
University of Michigan Medical School, Ann 
Arbor, Mich. 


Address: “Anxiety States in General Practice.” 
Dr. WitttAM J. Kerr, Professor of Medicine, Uni- 
versity of California Medical School, San Fran 
cisco, California. 


Assembly Dinner 
For members of the profession, their ladies and friends. 
Informal 


7:00 P.M. 


Dr. Joun F. ErpMANN, Master of Ceremonies. 
Addresses by eminent members of the profession and 
other distinguished citizens of the world. 


Thursday, October 21 
8:00 A.M. 


Diagnostic Clinic: “Cirrhosis of the Liver.” 
Dr. CHartEs A. Etuiott, Professor of Medicine, 
Northwestern University School of Medicine, 
Chicago, III. 


Diagnostic Clinic: “Factors to be Considered in the 

Diagnosis of Diseases of the Genito-Urinary Tract.” 

Dr. WititAM E. Lower, Cleveland Clinic, Cleveland, 
Ohio. 


Diagnostic Clinic: “Nephritis.” 
Dr. JONATHAN C. MEAKINS, Professor of Medicine, 


McGill University Faculty of Medicine, Montreal, 
Canada. 


Exhibits 
Diagnostic Clinic: “Post-Operative Fistule with Spe- 
cial Reference to the Gall-Bladder.” 

Dr. JoHN F. ErpMann, Attending Surgeon, New 
York Postgraduate Hospital and Medical School, 
Columbia University, New York, N. Y. Presi- 
dent, Inter-State Post Graduate Medical Associa- 
tion. 


Intermission for Review of 


Diagnostic Clinic: “The Relation of Diabetes to Arte- 

riosclerosis.” 
Dr. Extiotr P. Josiin, Clinical Professor of Medi- 
cine, Harvard University Medical School, Boston, 


Mass. 
Noon Intermission 
1:00 P.M. 
Address: “A New Approach to the Treatment of Peptic 
Jicer.” 


Mr. Witson Hey, F.R.CS., Surgeon, Manchester 
Royal Infirmary, Manchester, England. 


Address: (Subject to be supplied). 
Dr. Witttam J. Mayo, Mayo Clinic, Rochester, 
Minn. 


Address: “The Adherent Posterior Duodenal Ulcer.” 
Dr. J. Witttam Hinton, Associate Professor of 
Clinical Surgery, New York Postgraduate Medi- 
- School, Columbia University, New York, 
x A 
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Address: “The Prevention and Treatment of the Ex. 
anthemata.” : 
Dr. JoHN A. Toomey, Associate Professor 9; 
Pediatrics, Western Reserve University Schog| 

of Medicine, Cleveland, Ohio. 


Intermission to Review Exhibits 


Address: “High Saphenous Ligations Plus Injection {o, 
Varicose Veins of the Leg.” 
Dr. WittiAM D. Haccarp, Professor of Sur 


, . ea “i gery, 
Vanderbilt University School of Medicine, Nasi: 
ville, Tenn. 

Address: “Endocarditis.” 
Dr. Racrpw A. KInsELLa, Professor of Internal 


Medicine, St. Louis University School of Medi. 
cine, St. Louis, Mo. 


Address: “Recent Advances in Hormone Therapy as 
Applied to Gynecological Problems.” 

Dr. Emit Novak, Associate in Gynecology, Johns 
Hopkins University School of Medicine; Associ- 
ate Professor of Obstetrics, University of Mary- 
land School of Medicine, Baltimore, Md. . 


Dinner Intermission 
7:00 P.M. 


Address: “The Surgical Treatment of Diverticulitis.” 
Dr. Frep W. RANKIN, Lexington, Kentucky. 


Address: “Diagnosis and Treatment of Displacements 
of the Uterus.” 
Dr. Wittiam H. Vocrt, Director of the Department 
of Gynecology and Obstetrics. St. Louis Univer- 
sity School of Medicine, St. Louis, Mo. 
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Address: “The Relation of the Development of the | 


Child to the Endocrine System.” 
Dr. CHartes R. Stockarp, Professor of Anatomy, 
Cornell University Medical College, New York, 
a & 


Address: “Indications for Exploratory Laparotomy.” 


Dr. Wittram T. CouGHLtn, Professor of Surgery, 7 


St. Louis University School of 
Louis, Mo. 


Address: “Tumors of the Kidney.” 
Dr. HERMAN L. KRrETSCHMER, Clinical Professor of 
Surgery, Rush Medical College, University of 
Chicago, Chicago, III. 


Medicine, St. 


October 22 


8:00 A.M. 


Diagnostic Clinic: “Surgical Lesions of the Common 
and Hepatic Ducts.” 

Dr. Frank H. Laney, Director of Surgery, Lahey 
Clinic: Surgeon to the New England Baptist 
Hospital and the New England Deaconess Hos 
pital, Boston, Mass. 


Friday, 


Diagnostic Clinic: “The Diagnosis and Management of 
Cardiac Arrhythmias.” 
Dr. Roy W. Scort, Professor of Clinical Medicine, 
Western Reserve University School of Medicine, 
Cleveland, Ohio. 


Diagnostic Clinic: “Chest Surgery.” 
Dr. Evarts A. GRAHAM, Bixby Professor of Sur- 
gery, Washington University School of Medicine, 
St. Louis, Mo. 
Intermission for Review of Exhibits 
Diagnostic Clinic: “The Medical Treatment of 
thritis.” 
Dr. Cyrus C. Sturcis, Professor of Internal Medi- 


cine, University of Michigan Medical School, Ann 
Arbor, Mich. 


Ar- 
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Diagnostic Clinic: “Diagnosis and Management of Dis- 


© Ex. cases of the Thyroid Gland.” 
oa Dr. GEorGE Crite, Cleveland Clinic, Cleveland, Ohio. 
' Or 
school 
Noon Intermission 
1:00 P.M. 
ie Address: “The Surgical Treatment of Arthritis.” 
gery | ~=Dr. Pui D. Wirson, Clinical Professor of Or- 
Nash 4 thopedic Surgery, Columbia University College 
— of Physicians and Surgeons, New York, N. Y. 
Address: “Diet of Infants.” 
ernal Dr. CHARLES HENDEE SmiTH, Professor of Pediat- 
Med; rics, University and Bellevue Hospital Medical 
College, New York, N. Y. 
a Address: “The Relation of the Pituitary, Thyroid, 
Ke Adrenals, Liver, and Pancreas to Hyperinsulinism 
ches and Spontaneous Hypoglycemia.” 
Soci- Dr. SEALE Harris, Professor Emeritus of Medicine, 
oon. University of Alabama School of Medicine, Bir- 
_ mingham, Ala. 

© Address: “Relief of Intractable Pains by Subarachnoid 

r Alcohol Injections, Nerve Blocks, Root Sections, and 

* Chordotomy.” 

4 Dr. W. McK. Craic, Professor of Neurosurgery, 

: University of Minnesota Graduate School of 
: | Medicine, Mayo Foundation, Rochester, Minn. 

" and 
ents Dr. Atrrep W. Anson, Professor of Neurosurgery, 
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Intermission for Review of Exhibits 


Address: “Diagnosis and Treatment of Pneumonia.” 

Dr. Russett L. Cecit, Professor of Internal Medi- 
cine, New York Polyclinic Medical School and 
Hospital, New York, N. Y. 

Address: “The Significance of Hoarseness and Local 
Discomfort in Laryngeal Disease.” 

Dr. GaBrieEL Tucker, Professor of Clinical Bron- 
choscopy and Esophagoscopy, University of 
Pennsylvania School of Medicine, and Professor 
of Bronchoscopy and Laryngeal Surgery, Grad- 
uate School of Medicine, University of Pennsyl- 
vania, Philadelphia, Pa. 

Address: “The Surgery of Hermaphroditism and as- 
sociated Adrenal Diseases.” 

Dr. Hucu H. Youne, Professor of Urology, Johns 
Hopkins University School of Medicine, Balti- 
more, Md. 

Address: “The Menace of Post-Operative Adhesions.” 

Dr. Frep W. Barey, St. Louis, Missouri. 


SOUTHERN MINNESOTA 
MEDICAL ASSOCIATION 


The Southern Minnesota Medical Association elected 
Dr. Albert E. Meinert of Winona president for the 
coming year; Dr. W. A. Fansler of Minneapolis, first 
vice president; Dr. Albert Fritsche of New Ulm, 
second vice president; and Dr. Nelson W. Barker of 
Rochester, secretary-treasurer. 














: University of Minnesota Graduate School of 
nent (ey Medicine; Senior Neurosurgeon of Mayo Clinic, 
ver- Fe Rochester, Minn. 
the | 

2 
my, A 
ork, : 
ery, & 
st The regular monthly meeting of the Minnesota Acad- 

emy of Medicine was held at the Town and Country 
of Club on Wednesday evening, May 12, 1937. The meet- 
of ing was called to order at 8 p. m. by the president, Dr. 

E. M. Jones. There were fifty-one members and one 

guest present. 

The scientific program followed. 
TUMORS OF THE JEJUNUM 

ion James A. Jonnson, M.D. 
ey Minneapolis 
ist ’ 
os Abstract 
; : Tumors of the jejunum, both malignant and benign, 
ol are comparatively rare. Carter states that malignant tu- 
— mors of the jejunum comprise approximately 1 per cent 
e, |, Of all of those occurring in the gastro-intestinal tract. 

' Benign growths are likewise rare and consist chiefly of 

4 ° 

/ adenomas, myomas and angiomas. Textbooks on sur- 
r- gery contain very little, if anything at all, on this sub- 
e, ject except to mention that they are very rare. In 

1927 Hellstrom reported seventy-three cases of cancer 
of the small bowel but did not mention their location. 
ss In 1936 Nettrour, Webber and C. W. Mayo found only 
"i thirty-one cases of carcinoma of the jejunum in the 
n files of the Mayo Clinic. Geschickter, from the Surgical 
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Pathologic Laboratory of Johns Hopkins, reported 
thirty-nine cases of benign tumors of the small bowel 
with sixteen cases of carcinoma, four of which were in 
the jejunum. In the University of Minnesota Pathologic 
Laboratory files were found only two cases of cancer 
of the jejunum in a total of 20,000 complete autopsies in 
adults. In reviewing case reports, it is evident that 
many of these growths occur very near the ligament of 
Treitz and become a difficult surgical problem. It is 
my purpose, therefore, to discuss in particular the sur- 
gical treatment and to report four operated cases with 
successful termination. 4 


There are three types of carcinomata of the jejunum: 
(1) the constricting or stenosing type, (2) the flat ul- 
éerating type, and (3) the polypoid type. Sarcoma may 
arise from the submucous, muscular or subserous coats 
and tends to assume an external growth, either solid, 
but more often cystic, with areas of degeneration. Be- 
nign tumors consist chiefly of adenomas, single or mul- 
tiple, which are not infrequently responsible for in- 
tussusception. The symptoms are of an indefinite na- 
ture, often consisting of vague gastric distress with 
weakness, loss of weight and fatigue. If the growth 
progresses to stenosis, there is of course evidence of 
high intestinal obstruction. Diagnosis is difficult and 


depends upon the amount of obstruction present. Ob- 
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struction in this locality, if marked, may produce 
some dilatation of the proximal loop of the duodenum 
or jejunum and this dilatation may become an impor- 
tant x-ray finding. If there is a stenosing growth, it 
can be recognized as well here as in any other portion 
of the bowel. Very few cases, however, are diagnosed 
before operation. 

If complete obstruction has been present for some 
time, it is important to prepare the patient before op- 
eration is undertaken. This can best be done by empty- 
ing the stomach with nasal suction and administering 
glucose and saline intravenously. If anemia is pro- 
nounced, a blood transfusion should be given. The op- 
eration consists of thorough removal of the growth, 
together with proper restoration of function by an 
end-to-end or side-to-side anastomosis. This is not 
especially difficult when the tumor is located far 
enough down so that a side-to-side anastomosis can be 
done. When it is located at or so near the ligament 
of Treitz that this becomes impossible, the restoration 
of the lumen often becomes a difficult problem, because 
the proximal loop is usually very dilated and so ede- 
matous that an end-to-end anastomosis cannot be done. 
R. Franklin Carter, in the Annals of Surgery for De- 
cember 1935, recommends a side-to-side anastomosis of 
the distal end of the jejunum to the third portion of 
the duodenum. This appeals to me as a splendid pro- 
cedure but it may be difficult in some instances, particu- 
larly where the duodenum is not much dilated. 

I wish to present here another method. Recently I 
encountered an annular carcinoma of the jejunum, lo- 
cated so near the ligament of Treitz that only a small 
stump of the proximal loop remained when the growth 
was adequately removed. The proximal loop was so 
dilated and hypertrophied that an end-to-end anasto- 
mosis could not be done. I decided to employ a large, 
round Murphy button. This was easily inserted and 
was reinforced by two layers of catgut in the serosa 
and muscularis, thus producing a tight, secure, end-to- 
end enclosure. The postoperative convalescence was 
uneventful. The patient has no symptoms and shows no 
evidence of obstruction by x-ray at present, and has 
regained his normal weight. I recommend this method 
in cases where the tumor is located so near the liga- 
ment of Treitz that a side-to-side anastomosis is im- 
possible or when the proximal loop is so dilated and 
edematous that an end-to-end union becomes unsafe. 

The immediate operative mortality in removing 
tumors from the jejunum is high. Hellstrom in 1927 
reported a primary mortality in resected cases of 36.2 
per cent. R. Franklin Carter in 1935 reviewed thirty 
cases, twenty-four of which had resections with a pri- 
mary mortality of 43.4 per cent. The mortality was 
highest in those in which an end-to-end anastomosis 
was done. 


Case 1—On February 27, 1935, I was called in con- 
sultation by Dr. H. W. Quist, to see Mrs. G. H., aged 
thirty-five, who had been admitted to the hospital Feb- 
ruary 23 with a severe attack of upper abdominal pain 
which was thought to be gallstones. She had had pre- 
vious attacks. She continued to vomit, however, and a 
couple of days later she passed a bloody stool. On the 
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same day a mass was felt in the left upper abdomen \ 
small amount of barium was given and showed a dil 
tation of the duodenum and jejunum. An obstruction jy 
the jejunum was diagnosed and operation was advised 
At operation, about 4 inches below the ligament of 
Treitz there was an intussusception of gangreno, 
bowel. A resection was done with side-to-side anasto. 
mosis. On opening the bowel a papillary growth wit, 
a necrotic polyp was located on the bowel wall. Pah. 
ological report showed that this was an adenomatoy; 
non-malignant growth. She was given a blood transfy. 
— and had an uneventful recovery and has been well 
to date. 





Case 2—Mr. G. F., aged sixty-three, gave a negative 
past history. His present trouble dates back about on 
and a half years, during which time he had had indef. 
nite symptoms of indigestion with epigastric distress 
He had lost 40 pounds in weight. He had previously 
had two x-ray studies of his stomach elsewhere and ; 
diagnosis of duodenal ulcer had been made. Treatment 
had been given without any relief. He was admitted t: 
the Eitel Hospital on September 13, 1936. X-rays oj 
the gastrointestinal tract revealed considerable dilata. 
tion of the duodenum, which extended to about 3 inche: 
beyond the ligament of Treitz, at which point an 2p 
nular constricting growth was located, and Dr. Use 
made a diagnosis of carcinoma of the jejunum with 
partial obstruction. Operation on September 18, 19%, 
revealed a large, annular carcinoma of the jejunum 
three and one-half inches from the ligament of Treitz 
The growth was almost completely obstructing the 
bowel. The proximal loop was much dilated and ede. 
matous. The mesenteric glands were involved. 
growth was widely resected and an end-to-end ana: 
tomosis was made with a large round Murphy button 
His convalescence was uneventful. He has regained his 
normal weight and has no symptoms. Pathologic report 
by Dr. O’Brien revealed adenocarcinoma of the jejunum 
with metastasis of the regional lymph nodes. 


Case 3.—Mrs. L. B., aged fifty-seven, had been treat- 
ed for secondary anemia for the past eighteen months 
She had had during the past year two attacks of ab 
dominal distention with cramps lasting for two days 
After the first attack in April, 1936, she felt a mass in 


the left lower abdomen. The last attack in September 


was severe. She consulted her family physician, Dr. 
Oliver Porter, who immediately sent her in for exami- 
nation. There was a movable mass in the left abdomen 
which, when the patient was lying down, could be felt in 
the upper abdomen and when the patient was standing 
could be felt below the navel. 
given. 
colon. Operation October 15, 1936, at which time a 
large partly cystic tumor was found in the jejunum 
about 7 inches below the ligament of Treitz. 
were metastases in the liver around the gallbladder. 
There were numerous glands in the mesentery involved. 
The growth was widely resected and a side-to-side 
anastomosis was done. Pathological report by Dr. 
O’Brien showed that the tumor was a sarcoma, pre- 
sumably a neurosarcoma. Postoperative convalescence 
was uneventful. She has been in fair health and re- 
lieved of her previous symptoms. 


Case 4.—Mrs. L. B., aged thirty-six, admitted to Eitel 
Hospital on January 8, 1937. There was a history of 
attacks since June, 1936, which consisted of dull pain 
in the region of the navel with epigastric distress. At- 
tacks had gradually increased in severity and lasted 
about three hours. At various times she vomited. Be- 
tween attacks she had much epigastric distress and 
feared to eat, losing 20 pounds in weight. X-rays of 
the gallbladder showed impaired function with a single 
stone. Gastro-intestinal x-ray showed a normal stom- 
ach and duodenum. There was also an irregular dis- 
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A barium enema was | 
There was no evidence of any tumor in the 
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tribution of barium in the small bowel with some areas 
of dilatation and stasis. X-ray of the colon was nor- 
mal. Operation January 22, 1937, revealed a thick-walled 
gallbladder, containing a solitary stone. Cholecystec- 
tomy was done. The entire bowel was then carefully 
examined. At a point about 4 feet from the ligament 
of Treitz there was a movable mass in the bowel. The 
bowel was opened and an ulcerating adenoma was ex- 
posed, which looked malignant. The growth was re- 
sected and a side-to-side anastomosis was done. Path- 
ologic.report by Dr. O’Brien showed no evidence of ma- 
lignant changes but revealed a large polyp with ulcera- 
tion. Convalescence was uneventful. She has been re- 
lieved of all her previous symptoms and regained her 
normal weight. 

Summary 


1. Tumors of the jejunum probably comprise about 
1 per cent of all those occurring in the gastro-intestinal 
tract. 

2. When an unexplained high obstruction is evident 
and no cause can be found in the pylorus or duodenum, 
it should be remembered that tumors may be present 
in the jejunum. 

3. A simple, safe method of end-to-end anastomosi$ 
is here recommended in cases that are located so near 
the ligament of Treitz that the usual operative proce- 
dures are either too dangerous or impossible. 


Discussion 


Dr. A. R. Corvin, Saint Paul: I just want to empha- 
size one point made by. Dr. Johnson and which he has 
emphasized, i.e., in case of gastro-intestinal hemorrhage, 
if, at operation, the cause which has been suspected is 
not evident, to make a thorough search for causes 
which maybe have not been suspected. ; 

I recently saw a patient who had an inoperable carci- 
noma of the jejunum. He had had several transfusions 
and finally a gastro-enterostomy, under the belief, evi- 
dently, that the hemorrhage was due to peptic ulcer. 
The autopsy revealed a carcinoma which had become 
spontaneously anastomosed with another coil and was 
clearly inoperable. The story of bleeding had extended 
over several years. 


Dr. ARNoLD ScHWwyzeER, Saint Paul: I want to con- 
gratulate Dr. Johnson for this group of interesting 
cases. These cases are rare and that he should have 
had four of them in a short time is quite an experience. 
I have seen only one and detected that one by accident. 
In the course of a gallstone operation we noticed a 
thickening which was rather circular in the lower duo- 
denum or upper ileum. I resected and the patient recov- 
ered from the operation but gradually lost ground and 
later died from carcinoma. 

This presentation was very good and the microscopic 
slides excellent. I am glad the Murphy button has 
come into its own again. I have used the Murphy but- 
ton every now and then right along and feel just as 
Dr. Johnson does, that where there is difficulty in su- 
turing, the Murphy button will get you out of some 
tight places. However, when there is a large upper gut 
end and a smaller lower one, there is great danger of 
the Murphy button staying there for a long time. For 
such a case I have a Murphy button on which the two 
halves are a little different in size. The half with the 
smaller diameter is put in the upper gut and the larger 
one into the lower gut. If I do not feel quite safe as 
to the union on account of tension, I make an invagi- 
nation stretching the lower narrower part of gut over 
the button for half an inch or one inch above and se- 
cure it there with a couple of continuous or inter- 
rupted sutures. Then I know the button must go down. 
I think that is a worthwhile point. 
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Dr. Joun Noste, Saint Paul: I am rather hesitant 
to discuss the question of malignancy of the small 
intestines because of my meager first-hand experience. 
I feel that statistics on the matter of frequency have 
perhaps been distorted and I am perfectly in agreement 
with Dr. Johnson as far as these figures are concerned. 
Yet, in my experience, I have seen only three cases of 
malignancy of the small intestine. The first case was a 
gelatinous carcinoma of the duodenum; the second case 
was a liomyoma-sarcoma of the jejunum and the third 
case was mentioned by Dr. Colvin. I think the dis- 
crepancy in statistics may be due to the fact that the 
case reports of malignancy of the small intestine are 
more likely to be published than are reports of car- 
cinoma of the stomach, for instance. In the first case 
mentioned, the patient’s condition warranted no surg- 
ical interference. The second case presented a picture 
of low-grade chronic partial intestinal obstruction. Ef- 
forts were made to localize the point of obstruction 
but these were unsuccessful and the patient died before 
any surgical exploration could be done. This tumor 
proved to be a liomyoma-sarcoma situated in the je- 
junum. I know this type of tumor is usually benign 
and that it is the most common tumor found in the 
stomach. It also occurs in the small intestine, however, 
and in this instance the lesion was malignant. Here, 
there was definite evidence of local invasion but no 
distant metastases were found. The third case was 
the one Dr. Colvin mentioned. The picture was that 
of a high intestinal obstruction and the patient had 
had previous gastric surgery. The tumor at autopsy 
was found to be adenocarcinoma of the jejunum, in 
which, due to adhesions and infiltration of the several 
loops of the small intestine, anatomoses had occurred. 
The lesion was grossly mistaken for an inflammatory 
mass and not until microscopic sections were studied 
was it discovered that the lesion was adenocarcinoma. 
In none of the three cases was clinical diagnosis made. 
These are the only three cases I have seen first-hand. 
Recently, IT have been impressed with the newer meth- 
ods in the x-ray diagnosis of tumors of the small 
intestine and I feel that as this technic is developed 
we will be able to diagnose these lesions more fre- 
quently and that our accuracy will be somewhat com- 
parable to the diagnosis of the lesions in the stomach 
and colon. 


Dr. R. G. Atitson, Minneapolis: X-ray diagnosis of 
tumors of the small intestine can readily be made, 
with even a mild degree of obstruction, by a barium 
meal. In cases which present themselves with symp- 
toms of obstruction, a flat film of the abdomen should 
always be made as a preliminary measure. If dilated 
loops of small bowel are found, barium should not be 
administered. If, however, no dilated loops are found, 
it is perfectly safe to administer a barium and water 
mixture. 


Dr. JoHNSON, in closing: I want to thank the gentle- 
men for their interesting discussions. I would like to 
see the button Dr. Schwyzer has been using. I have 
used the Murphy button for many years and have never 
sseen one that failed to pass. If such cases have been 
reported, it is quite probable that the button has been 
defective or inserted wrong; the male portion of the 
button should always be inserted in the proximal loop. 
During the four years I was with Dr. Murphy, I never 
saw him use anything but a button for gastro-enter- 
ostomy except in a case of a small child. They all 
passed without any difficulty. The button usually comes 
loose in about ten days and then passes so silently 
that the stool has to be watched carefully to recover it. 
The button used in this case was so large that it be- 
came lodged in the rectal pouch. I have never before 
had to remove one. 

Tumors of the jejunum, of course, are a rare con- 
dition, but I want to leave with you two thoughts con- 
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cerning them. First, if a patient is being operated on 
for a lesion in the pylorus or duodenum, especially of 
an obstructing type, and none is found, it would be 
well to remember that it might be in the jejunum and, 
accordingly, do not forget to explore it. Second, if 
one is confronted with a difficult anastomosis in the 
small bowel, such as occurs at or very near the 
ligament of Treitz, it is well to remember that a 
Murphy button can often be used to advantage. 


ADAMANTINOMA WITH CYST 
OF LOWER JAW 


A. R. Corvin, M.D. 
Saint Paul 


An enumeration of the various names given to ada- 
mantinoma is an indication of the direction in which a 
knowledge of these tumors has developed. 
Epithelioma adamantinoma 
Central epithelioma 
Cystoma 
Multilocular cystoma 
Proliferating cysts of the jaw 
Embryo-plastic adantome 
Central paradental cyst 
Central cystadenoma 
Central papilloma of the jaw 
Adamantine adenoma 
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At the present time they are designated “Solid 
Adamantinoma” and “Cystic Adamantinoma.” In the 
early stages of their development they may be confused 
with root cysts or follicular cysts; in other words, 
they may present as small cysts. 

These cysts have frequently been operated on under 
the belief that they were root cysts. This was my 
experience in the case I am reporting, except that I 
operated on a cyst twice before recognizing the real 
nature of the trouble. Because of the, at times un- 
certain, nature of the behavior of these tumors, I am 
reporting a case demonstrating the long-drawn-out his- 
tory and apparently benign course. They are almost 
always found in the lower jaw and have their origin 
from the germ cells of the enamel epithelium or from 
the epithelial remnants of this structure. They grow 
slowly and distend the jaw more than they destroy it. 
They may involve the entire half of the jaw, and, while 
usually possessing all the characteristics of a benign 
tumor, they must often be treated as malignant be- 
cause of the continuous growth of tumor cells re- 
maining after incomplete removal. Heath reported a 
case recurring, after thirty-five years, and one case has 
been reported as recurring after forty-five years. They 
may appear at any time of life. Perthes says they never 
metastasize. Ludek reports a case with undoubted me- 
tastases in the lung. Adamantinoma may vary greatly 
in size; at times growing as large as a child’s head. 

Histologically, there is seen a large amount of con- 
nective tissue stroma in which are found epithelial 
cords and islands resembling the structures found in 
the germ cells of the enamel of the tooth follicle. This 
arrangement is found in the walls of the cysts as 
well as in the solid tumors. 
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Differential diagnosis is uncertain not only in the 
early stages of root cysts and follicular cysts, but als 
in later stages. The central fibroma presents difficulties 
not only clinically but also radiographically. The X-ray 
is important not only for diagnosis but to establish as 
accurate a plan of operative procedure as possible s 
that, because of the great tendency to recurrence, jt 
can be determined whether it may not be possible to 
operate radically and still leave a sufficient ridge of the 
lower border to maintain the form and support of 
the jaw. Recurrences may, however, be a long time 
delayed (forty-five years) and so it may be advisable to 
remove all suspicious tissue before resorting to exarticy- 
lation, and observe the case frequently for recurrences, 
hoping that they may be long delayed. 


I wish to report the following case of adamantinoma: 


The patient, a female aged forty-two, was first seen 
in 1921 with a history of a painless lump in her lower 
jaw. Believing this to be either a root or follicular 
cyst, it was operated by removing the outer wall and 
curetting out the lining membrane. For a recurrence in 
1923 the same procedure was carried out. In 1926, a 
operation for another recurrence in which the cyst was 
clinically about the size of an almond nut, on remov- 
ing the outer wall there were now found several small- 
er cysts. These were opened in such a manner that an 
open cavity was made. This healed over, but recurrence 
took place about one year later (1/12/28). At this 
time an incision was made in the submaxillary region 
and the cyst exposed extra-orally. The outer wall was 
removed, revealing a multilocular cyst. Cavities ex- 
tending from the lower end of the ascending ramus 
forward to the lateral incisor were found, and these 
cyst walls were removed with burr and curette. 

In November, 1929, another recurrence was evident 
and again the bone was approached in the same man- 
ner; the lateral incisor, canine and bicuspids were 
removed and, with ronguer forceps and burr, the bone 
was removed leaving only a ridge of the lower margin 
of the jaw about half an inch thick. 

It is now seven years since this was done and there 
is no evidence of recurrence at this time. 


Osteitis fibrosa, and bone granuloma or osteodystro- 
phia fibrosa beginning in the central part of the jaw, 
of doubtful origin, and consisting of at first loose and 
later much firmer fibrous tissue, presents difficulties in 
diagnosis also; and histological examination must in 
all of these conditions furnish the deciding evidence in 
the differentiation from adamantinoma and, indeed, 
from all tumors of the jaw. In this connection, to 
illustrate the difficulties of diagnosis and the necessity 
for making use of every form of information to be 
gained from clinical, radiographic, histological and the 
findings of gross pathology as exposed as operation, 
I would like to refer to the following case: 


The patient, a female aged eighteen, first noticed 
a swelling of the gums over the upper jaw two years 
ago. This increased gradually for over a year. Two 
months ago she was hit over the left side of the face 
by a horse suddenly jerking its head in her direction. 
She says the swelling increased more rapidly since 
then. She had not at any time suffered any pain. There 
was marked fullness of the cheek on the left side; just 
above the lateral incisor was a firm elastic mass about 
the size of a walnut. There was a fullness of the left 
side of the hard palate. 

At operation an incision was made over the prom- 


MINNESOTA MEDICINE 









inent mas 
mass was 
outer wal 
mass was 
the entir 
found th: 


were 


des 


the tissue 
became Pp 
the large 
tissue W% 
and, havi 
ous place 


a 
H 

4 
* 


¢ 


- 


: 
t 


2 


Sy eae 


Ua MRVERES Fy 


Pi 


: 











radical r 
remove < 
further 

tents of 
covery { 
she was 
weeks a 
rence. / 
antral ré 


Patho! 
men cor 
ments 0 
the sam 
pears to 
central | 
sistency 
tissues | 

“Mict 
and mz 
dense 
of collz 
of this 
nective 
Throug 
osteoid 
There | 
of mal 
from f 
bones, 
ever. 
fibrosa 

Diag 
The 
to the 
while 
settled 
nature 
previo 
jaw a 
it wa: 
he is 
condit 
teody: 
mind, 


Dr. 
porte 
ticula 
the s 
tumo 
the | 














iN the 
It also 
Culties 
X-Tay 
lish as 
ble s 
nce, it 
ble to 
of the 
rt of 
~ time 
ible to 
irticu- 
ences, 


10ma: 


* seen 
lower 
icular 
1 and 
Ice in 
26, at 
t was 
moy- 
mall- 
at an 
rence 

this 
egion 
Was 
| OX 
amus 
these 


ident 
man- 
were 
bone 
argin 


here 


stro- 
jaw, 

and 
S$ in 


‘ 


ieee 


Peetishinc instabbs Ma Eak acs weak tec Ge tte eck cia: A 


t in 


e in 
eed, 
, to 
sity 
. be 
the 
ion, 


iced 
ars 
"wo 
race 
ion. 
ince 
ere 
just 
out 
left 


per 











inent mass. After reflecting the mucous membrane, the 
mass was exposed and found to have destroyed the 
outer wall of the antrum. The tissue comprising the 
mass was of a very tough fibrous consistency and filled 
the entire antrum, so that, in removing it, it was 
found that the walls of the antrum in various places 
were destroyed; and on attempting ‘0 remove all of 
the tissue comprising the mass, one fi‘ that this tissue 
became part of the wall very much lixe the insertion of 
the larger tendons. It soon became apparent that if the 
tissue was malignant (which it’ did not seem to be), 
and, having perforated the walls of the antrum in vari- 
ous places so that its complete removal was impossible, 
radical resection of the upper jaw would still fail to 
remove all diseased tissue; and if it were not malignant 
further damage to the adjacent structures (the con- 
tents of the orbit, for instance) was inadvisable. Re- 
covery from the operative attack was uneventful and 
she was given x-ray treatment. When seen a few 
weeks ago there were no clinical evidences of recur- 
rence. A radiograph still shows a dense shadow in the 
antral region. 


Pathological Report (Dr. Joun Noste): “The speci- 
men consists of a large mass of small, irregular frag- 
ments of tissue of varying size all of which have about 
the same gross appearance and structure. There ap- 
pears to be an outer, quite friable, papillary surface and 
central portion which is quite fibrous and tough in con- 
sistency. It cuts with increased resistance. All of the 
tissues present the same gross appearance. ‘ 

“Microscopic: Sections of the tumor of the antrum 
and maxilla show it to be composed of masses of 
dense hyaline connective tissue showing large amounts 
of collagen fibril. The bulk of the tumor is composed 
of this tissue but there are some small areas of con- 
nective tissue which are somewhat more cellular. 
Throughout the stroma small spicules of bone and 
osteoid tissue are scattered at irregular intervals. 
There is no evidence of epithelial tissue and no evidence 
of malignancy is seen. From the gross picture and 
from previous experience with similar lesions in other 
bones, a very guarded prognosis should be given, how- 
ever. The histologic picture is that of an osteitis 
fibrosa of the solid type.” 


Diagnosis: Osteitis fibrosa. 


The conditions described above conform more nearly 
to the condition defined as “bone granuloma” and, 
while isolated cases have been reported, it is still un- 
settled as to whether it is of inflammatory or neoplastic 
nature. Perthes comments on the fact that it has not 
previously been described in systematic treatises of the 
jaw and that in the former edition of his own work 
it was not referred to; but now, in his newest work, 
he is evidently endeavoring to arrange some of these 
conditions under the heading of “Granuloma” or “Os- 
teodystrophia Fibrosa.” With all of these facts in 
mind, one would scarcely have been justified in doing 
more than was done in this case. 


Discussion 


Dr. Joun Noste, Saint Paul: These two cases re- 
ported by Dr. Colvin have been interesting to me, par- 
ticularly the second one. In the first case I studied only 
the sections and, as shown on the lantern slides, the 
tumor was adamantinoma. These tumors arise from 
the peridenta! epithelium and they take on various 
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forms. The tumor can present a picture similar to the 
one shown forming numerous cysts, or it can be a 
solid adenocarcinoma. Squamous cell tumors are also 
seen and one form is indistinguishable from a sarcoma, 
being composed of spindle cells. These tumors are 
characteristically slow growing and the difficulty from 
the standpoint of surgical treatment is the matter of 
complete removal. They frequently recur but seldom 
metastasize. Distant metastases have, however, been 
reported in lung and cervical lymph nodes. The second 
case I saw clinically with Dr. Colvin. She was a young 
girl and the tumor from an x-ray standpoint was malig- 
nant. As far as could be determined, the tumor arose 
from the antrum or the maxilla. It invaded the walls 
of the antrum and the orbit. We came to the con- 
clusion, after microscopic study of the tumor, that it 
was an osteitis fibrosa of the solid type. In long 
bones we know that this lesion occurs in two forms 
—the cystic and the solid type. This lesion resembled 
more closely the solid type but had none of the giant 
cells so frequently seen. We know that osteitis fibrosa 
may take one of three courses. It has been known to 
subside without any therapy. It can be eradicated by 
curetting the cysts. The lesion is closely related to 
giant cell tumors of the bone and malignant changes 
have been reported following this type of lesion. The 
thing that interested me particularly in this case was 
the matter of the fundamental etiology of the disease. 
Did it represent a true neoplasm or was the lesion 
simply a proliferative inflammation? We know that 
chronic inflammatory processes in the antrum are 
extremely frequent. This type of reaction to inflam- 
mation must be very rare. The fact that bone destruc- 
tion occurred need not be evidence against the inflam- 
matory nature of the lesion. We know that certain 
proliferative inflammatory processes of the bone can 
be destructive. It will be interesting to follow the 
eventual outcome in this instance. 


Dr. R. G. ALLison, Minneapolis: The case Dr. Col- 
vin exhibits, with involvement of the antrum, gives 
the characteristic x-ray appearance of a malignant 
lesion. I think it extremely rare to see chronic in- 
volvement of the antrum progress either to destruc- 
tion of bone or to a wide-spread osteomyelitis. These 
tumors are much more common in the lower jaw. 


Dr. KENNETH BULKLEY, Minneapolis: In connection 
with this case of Dr. Colvin’s, I would like to report 
a case of adamantinoma of the lower jaw which went 
on eventually to death. The man was a first cousin 
of Dr. Janeway and a brother-in-law of mine. Shortly 
after graduation from medical school he developed a 
mass in the lower jaw. He was operated on three times, 
each time with recurrence, and perhaps two or three 
years between each recurrence. Finally he went to 
Baltimore and saw Dr. Bloodgood who did a resection 
of the lower jaw. The laboratory diagnosis was made 
in this case by Dr. Ewing. This man lived to be about 
fifty-four. He eventually developed local extension into 
tthe nasopharynx and a trifacial neuralgia for the relief 
of which Dr. Harvey Cushing operated on the gasserian 
ganglion. The process finally extended through the 
base of the skull with secondary infection and menin- 
gitis. This was a typical case of adamantinoma which 
continued over a period of twenty-five years after the 
first local incision in the lower jaw. 


The meeting adjourned. 


A. G. Scnuuze, M.D., Secretary 
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TREATMENT By Diet. Clifford J. Barborka, B.S., M.S., 
M.D., D.Se., F.A.C.P. Department of Medicine, 
Northwestern University Medical School, Chicago, 
etc. Third Edition. 642 pages. Illus. Price, $5.00, 
cloth. Philadelphia: J. B. Lippincott Co., 1937. 








MANUAL OF THE DISEASES OF THE Eye. For Students 
and General Practitioners. Charles H. May, M.D. 
Consulting Ophthalmologist to Bellevue, Mt. Sinai 
and French Hospitals, New York; formerly Chief 
of Clinic and Instructor in Ophthalmology, Medical 
Department Columbia University, etc. 15th Edition. 
498 pages. Illus. Price, $4.00, cloth. Baltimore: Wm. 


Wood & Co., 1937. 








An Intropuction To Dermartotocy. Richard L. Sut- 
ton, M.D., Sc.D., LL.D., F.C.S. (Edin.), Professor of 
Dermatology, University of Kansas School of Medi- 
cine, and Richard L Sutton, Jr., A.M., M.D., L.R.C.P. 
(Edin.), Instructor in Dermatology, University of 
Kansas School of Medicine Third Edition. 666 pages. 
Illus. Price, $5.00, cloth. St. Louis: C. V. Mosby 
Co., 1937. 





OssTETRIC AND GYNECOLOGIC NursING. Frederick H. 
Falls, M.S., M.D., F.A.C.S., Professor of Obstetrics 
and Gynecology, University of Illinois College of 
Medicine, etc., and Jane R. McLaughlin, B.A., R.N., 
Supervisor of Department of Obstetrics and Gynecol- 
ogy, Research and Educational Hospital, University 
of Illinois College of Medicine. 492 pages. Illus. 
Price $3.00, cloth. St. Louis: C. V. Mosby Co., 1937. 





THE LABORATORY DIAGNOSIS OF SYPHILIS. 
Harry Eagle, M.D., Past Asst. Surg. U. S. Public 
Health Service, Washington, D. C.; Lecturer in 
Medicine, Johns Hopkins University Medical School, 
Baltimore, Md. 440 pages. Illus. Price, $5.00. St. 
Louis: C. V. Mosby Co., 1937. 

“The Laboratory Diagnosis of Syphilis” presents a 
detailed and practical consideration of the various 
diagnostic tests on syphilitic blood and spinal fluid and 
is of special interest to serologists and immunologists. 
The text begins with a brief general discussion of the 
serologic tests and the terms used in describing them. 

Seven chapters are then spent in discussion of the 
Wassermann reaction alone. The properties, prepara- 
tion and standardization of complement, antigen, 
serum, and the hemolytic system are given. The 
mechanism of the test, the sources of error in per- 
forming it and the relative merits of various types 
of Wassermann technics are discussed in a scholarly 
manner. Of particular interest to laboratories is the 
chapter in which three Wassermann technics are care- 
fully outlined. 

Part II of the text is devoted to the flocculation 
tests for syphilis and a brief historical sketch of their 
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development is given. The procedures for seven mod. 
ern flocculation tests are also stated (Eagle, Hinto, 
Kahn, Kline, Meinicke, Muller-Ballungs, Lentochol ani 
Citochol, and Sachs-Georgi-Witebsky). 

Adequate portions of the book are utilized for th 
discussion of spinal fluid examinations, and the clinica] 
evaluation of serologic tests. In conclusion, a number 
of appendices include considerations of the daily routine 
in a large serologic laboratory, problems in the sero 
diagnosis of syphilis and other interesting features. 

The book, of course, is of greater value to the labora. 
tory worker than to the clinician. It is well written and 
there is no lack of detail. 


Cart W. Laymon, M.D. 





INFANTILE PARALYSIS AND CEREBRAL 
DIPLEGIA. Methods used for the Restoration of 


Function. Elizabeth Kenny. With Foreword by 
Herbert J. Wilkinson, Professor of Anatomy and 
Dean of the Faculty of Medicine, University of 
Queensland. 125 pages. Illus. Price, £1/1/—, cloth. 
Sydney, Australia: Angus & Robertson, 1937. 


While Sister Elizabeth Kenny is the author of the 
principal part of the text concerning anterior poliomyel- 
itis and spastic paralysis of infants, Dr. Herbert J. 
Wilkinson, Anatomist, contributes a seventeen page 
Foreword and Dr. J. V. Guinane seven pages of “In- 
troductory Notes.” 

In the Foreword it is stated that Sister Kenny... 
“is able to bring about improvement in many cases 
abandoned by the profession and has obtained more 
rapid improvement in early cases not previously treat- 
ed”; and, furthermore: . . . “Sister Kenny is to be 
highly commended for her patient persistence over 
many years, but judgment of the complete merits of 
her work must be left to the future.” 

The author in her Preface states that before being 
received in the clinic the consent of the medical officer 
to supervise the case is required and a medical report 
on the condition of the patient is demanded at the end 
of four months. The Official Medical Investigator of 
the Queensland Government is reported to have inves- 
tigated the methods and compared results with other 
methods. His conclusions were: (1) Infantile Paraly- 
sis: All recent cases treated at the Clinic have been 
totally and permanently cured. All long standing cases 
have been improved. (2) Cerebral Diplegia: Re- 
sults were excellent, no other method could approach 
them. 

The author suggests that exercise and hydrotherapy 
are the basis of treatment of both types of disorders. 
The general principles of treatment of infantile paraly- 
sis are noted as follows. (1) maintenance of a bright 
mental outlook; (2) maintenance of impulse; (3) hy- 
drotherapy and remedial exercises; (4) maintenance of 
circulation; (5) avoidance of the generally accepted 
methods of immobilization. 

Unfortunately, the material of the text is arranged 
rather unconventionally. After a perusal of the book, 
one is left somewhat bewildered—not wholly convinced. 


J. C. Micwaegt, M.D. 
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